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ACHROMYCIN OPHTHALMIC OIL SUSPENSION 1°, 


















































has been specially developed to make the topical use of AcHRomycIN tetracycline 
in eye infections even simpler and more effective. The Oil Suspension offers optimal 
dispersion of the antibiotic; it diffuses rapidly into the conjunctival sac, has less effect 
on visual acuity, and provides longer-lasting antibiotic effectiveness. This new form 
of ACHROMYCIN is acceptable in every sense — to patient and physician alike. The 
new plastic dropper-type bottle makes accurate dosage easy, and the preparation is 
virtually free from side-effects. Because the product is so effective and simple to use, 
the patient can co-operate fully in following the treatment prescribed. That is why 
AcHROMYCIN Ophthalmic Oil Suspension 1°, is now the treatment of first choice in 


many common forms of eye infection. 


ACHROMYCIN 


TETRACYCLINE *REGD. TRADEMARK 
OPHTHALMIC OIL SUSPENSION 
Each of ACHROMYCIN Ophthalmic Oil Suspension contains Tetracycline HCl 10 mg.; Ethyl Cellulose 20 mg.; 


Tocopherol in Oil 34°; 0.0015 cc. Sesame Oil to 1 cc. In plastic dropper-type bottles of 6 cc. 


LEDERLE LABORATORIES DIVISION Gaanamid or GREAT BRITAIN LTD., London, WC2 
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Just published 


EYE SURGERY 


By H. B. STALLARD, M.B.E., M.D., F.R.C.S. 
3rd. Edn. 916 pp. 671 illustrations. 95s., post 2s.3d. 


This book sets out concisely the principles of 
operative surgery of the eye and the structures 
related to, and concerned with, its function and 
protection. For this third edition the text matter 
has been extensively revised and much of it re- 
written. Over one hundred and fifty existing 
illustrations have been removed and two hundred 
and seventy-five new illustrations added. 


Ready shortly 


EMERGENCY SURGERY 


By Hamilton Bailey, F.R.C.S., 7th Edn. 
About 1100 pp. 1536 illustrations, a large number 
in colour. 189s. 
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Now Ready 


just published by 
The Year Book Publishers, Inc., Chicago: 


URGERY 
of THE CHEST 


(A HANDBOOK of OPERATIVE SURGERY) 
by 
JULIAN JOHNSON, M.D., D.Sc.(Med.) 


Professor of Surgery, School of Medicine and Graduate 
School of Medicine, University of Pennsylvania. 

and 

CHARLES K. KIRBY, M.D. 

Assistant Professor of Surgery, School of Medicine, University 
of Pennsylvania. 


This is the long awaited SECOND EDITION 
398 pages, 86 plates of illustrations, 73/-. 


A few deletions and some technical modifications have 
been made in order to bring the work up to date. The 
major additions, however, are in the section on cardio- 
vascular surgery resulting from the rapid advances made 
during the past five years in the field of open heart 
surgery. 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane London, W.C.2 
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Rolicton Haun 


BRAND OF AMISOMETRADINE Oral Diuretic 








gives continuously effective diuresis 


@ on simple b.i.d. dosage @ with absolutely minimal gastric upset 
e without developing resistance to its action 
e with no significant risk of potassium depletion 
@ and without the toxic hazards of 
carbonic anhydrase inhibitors or mercurials 
“Early in this study it became 


evident that amisometradine produced 


a significant diuresis in most patients 








with heart failure, and that gastro- 
intestinal intolerance was unusual.”’ 


(1958) Brit. Med. J., 1, 9. 


. 


RESINS 
+ Pets} ! 


Available as 400 mg. tablets 
in bottles of 


c¢ 20, 100 and 500. 
Oe hy ae. 
Fad Tt, 7). NO ns Py G. D. Searl 
‘s 4 ais . . D. Searle & Co. Ltd., 
Ulla . pe High Wycombe, Bucks. 
SAN — Tel. High Wycombe 1770. 


Vs /) Ce ee i ASS 
‘ £44 Frac 4 SZ 


illustration of the renal glomerulus as 
revealed by the electron microscope 





SEARLE 


Rolicton is a Registered Trade Mark 
2 
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When calcium B-P.A.S. a gniazid 


are indicated for do 


THERAZID 


will provide 
the two drugs together 


as a powder or cachet 


THERAZID is virtually tasteless and easy to take. 
Patients straight from hospital who complain of 
monotony of dosage or of gastro-intestinal upset 
will be happier on THERAZID. 

AVAILABILITY 


Packets 3G. “‘Therapas’ 75 mg. isoniazid 
Cachets 1G. “Therapas’ 25 mg. isoniazid 





‘Specialists in tuberculostatic drugs’ 





Literature on request to: 

SMITH & NEPHEW 
PHARMACEUTICALS LTD. 
WELWYN GARDEN CITY - HERTS. 
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Haemorrhage ! 


- 


in 60 seconds... 
the critical 
fibrinogen index 
with 


Fibrindex 


TRADE MARK 


THROMBIN 5 


Ss" 


Available in we 


six and twelve ampoule 


packages 


RE ON REQUEST 


\Ortho/ 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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Relief for the asthmatic child 





entirely absent. 


Relief from the apprehension and acute distress of 


an asthmatic attack is provided by ‘ ENGLATE.’ 


In almost all cases gastrointestinal disturbance is 


The combination of theophylline 


sodium with glycine permits full and effective thera- 
peutic activity and by reducing gastric precipitation 


of theophylline enables larger doses to be prescribed. 


NW Gr 1. ATE: 


Regd. Trade Mark 


Samples and literature will 
gladly be sent on request 


A Nicholas Product 


A. & G. Nicholas LTD. Slough, 


Theophylline Sodium Glycinate 


SYRUP (containing 120 mg. of theophylline 
sodium glycinate per 4 ml.) for children up to 
12 years. Available in bottles of 8 fluid ounces. 


TABLETS (300 mg. of theophylline sodium 
glycinate). Available in bottles of 50 and 500. 


Bucks, England 
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For the patient who 









j/ 


just doesn’t get well 


PROMOTING 
—a return of appetite 
—an increase in weight 


—a sense of well-being 


with Anabolex, the protein-anabolizing, 


Prsseurs who are run down of who are 
recovering from illness frequently suffer from faulty 
protein metabolism. They are in negative nitrogen 
balance. Protein, in effect, is being broken down and 
lost faster than it is being built up. 

Anabolex (androstanolone) restores the physiological 
balance. Many clinical trials have shown that, following 
the administration of Anabolex, there is an immediate 
return of the body’s capacity to build up protein. The 
patient feels better, eats better and gains weight. 

Here, then, is a physiological ‘‘tonic’”’ with a wide 
therapeutic range. The weakness, lassitude, lack of 
energy and interest associated with many pathological 
states may be rapidly overcome by the administration 
of Anabolex. 

Anabolex can be safely given to patients of all ages 
and both sexes; in therapeutic doses, its virilizing 
properties are almost negligible. The only known contra- 
indication is prostatic carcinoma. 
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non-virilizing steroid 


INDICATIONS: 


Middle-aged or elderly people who are debilitated or 
“run down.” 

Preparation for and recovery from planned surgery. 
Convalescent patients. Premature infants. The child or 
adolescent who is under weight. Anorexia. Asthenia. 
Malnutrition. Wasting diseases. 


PRESENTATION : In vials of 25 and 100 tablets, each 
tablet containing 25 mg. Androstanolone. Anabolex can be pre- 
scribed on Form E.C. 10. Basic N.H.S. price 20/- and 70/-. 


—T 22 


LUELINIS Ef 


ANOROSTAN 
“ITB-OL-3 
“ONE 






“ANABOLEX ” is a registered trade mark of 
Lloyd-Hamol Ltd., 11 Waterloo Place, London, S.W.1 
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BS é 
3° 


Me aun Va i a, Ay 


HORSES or EGGS an cause 


(and many other things) 


allergic asthma & rhinitis. 


‘DELTASTAB’ or “‘DELTA-FENOX’ 


(Prednisolone) (Prednisolone Nasal Spray) 


provide prompt relief. 


Detailed literature gladly sent on request 
IIe BOOTS PURE DRUG CO. LTD. + NOTTINGHAM + ENGLAND 
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\ ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxy! reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxyl has 
been used 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dept. 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 


bring relief to cases of 






arthritis and rheumatism 


IN cases of soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 


SY 


For Transvasin is composed of the esters of nicotinic, 






salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed.* 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


*Therapeutische Lmscha 









1952, 8, 143 \ i 
i | 
Tetrahyvdrofurfury! salicylate ........ 14° i 3 
Ethyl! nicotinate 29 , 3 
ap A Thank vou, 
n-Hexy/ nicotinate . 2 doctor” 
adoctor 

Ethyl p-aminobenzoate . : 29 
Water-miscible cream base ad .. 100% 








Transvasin is available in | oz. tubes, basic N.H.S. price in the U.K. 


=” 

ae h 4 

2/6 plus P.T., and is not advertised to the public. It may be prescribed an 
onFormE.C.10.Samplesand literature will begladly sent onapplication f AG 


LLOYD-HAMOL LTD 


11 WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Llovd-Hamol Ltd 
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12-HOUR THERAPEUTIC EFFECT FROM A SINGLE DOSE - 
DIMINISHED INCIDENCE OF SIDE EFFECTS 


INDICATION 


Asthma 
Bronchitis 


Peptic ulceration 
Spastic colitis 
Spasmodic 
dysmenhorrhoea 
etc. 


Mild depression 
(and for 
appetite control) 


Depression 
with anxiety 


CLINICAL PRODUCTS LTD -: RICHMOND - SURREY 


FP yy: 
fy ’ 
‘erst. a 4, 
ABW g. 


'™, ‘ 





SUSTAINED 


ACTION 


with 


ionexten 
oral depot 
tablets 


NO FORGETTING OF CONVENTIONAL t.d.s. DOSAGE 


ephedrine resinate..... 


theophylline 


bromvaletone 


mephenesin.......2.. 


hyoscyamine resinate . 
atropine resinate 
hyoscine resinate 


amylobarbitone resin salt 


dexamphetamine resinate 


dexamphetamine resinate 


phenobarbitone 


FORMULA 


= 50 mg. (2 gr.) ephed. hydrochlor. 
65 mg. 
150 mg. 
50 mg. 


- = 0.350 mg. hyoscy. sulph. 
- = 0.050 mg. atrop. sulph. 


= 0.025 mg. hyoscin. hydrobrom. 
= 65.000 mg. (I gr.) amylobarb. 


= 10 mg. dexamphet. sulph. 


= 10 mg. dexamphet. sulph. 
65 mg. (I gr.) 


* regd. trademark 


DOSAGE AND 
BASIC N.H.S. COSTS 


1-2 tablets night and 
morning. 


30 tablets 5/-. 


$-2 tablets night and 
morning. 


30 tablets 5/-. 


| tablet ac 
reakfast-time. 


30 tablets 2/6. 


4-1 tablet ac 
breakfast-time. 


30 tablets 3/10. 


SUSTAINED OPTIMAL BLOOD LEVELS 
- ECONOMICAL USAGE OF DRUG 


asmapax* 


spastipax* 


dexten* 


barbidex* 
nthe k 
& % 


2 z 
"wr donc eo 





10 











THE LANCET ADVERTISERS’ ANNOUNCEMENTS 31 MAY 1958 









A new chemotherapeutic agent developed in Hungary 


for the treatment of malignant neoplasms 


‘DEGRANOXL’ 


BRAND OF 


MANNOMUSTINE oc.c.m.) 


Preliminary announcement to the profession 


Arrangements have been made with the Hungarian authorities for the general availability 
for the first time in this country of a new type of cytostat. This product was first 

prepared by Dr. L. Vargha of Hungary by linking nitrogen mustard with mannitol to form 
1, 6-bis-(beta-chloroethylamino)-1, 6-desoxy-D-mannitol-dihydrochloride (known to 
research workers as B.C.M.): H,C-NH-CH,-CH,-Cl 
The product strongly inhibits proliferating lymphocytes and HO-C-H 

it is also being investigated for its effect on metastasising 
tumours. Extensive clinical investigation in Hungary shows 
it to be of particular interest in the treatment of :— H-C-OH 


Chronic Lymphoid Leukaemia, 
Chronic Myeloid Leukaemia, H-C-OH 
Lymphadenoma, Lymphosarcoma, d 
Reticulosarcoma Myeloma. HyC-NH-CH,-CH,-Cl 


Carcinoina and Sarcoma DEGRANOL is being used experimentally in Hungary for 
administration before and after surgical treatment especially in gastric, intestinal and rectal cancer, 
to prevent tumour cells from being spread by the operation. In non-operable cases palliative effects 


have been obtained with DEGRANOL in a number of cases,with relief from pain, gain in weight 


HO-C-H 


and subjective improvement. 

Toxicity, side effects etc. DEGRANOL has been exhaustively tested clinically in Hungary and 
is now undergoing large scale controlled clinical trials in this country. When used in accordance 
with instructions DEGRANOL is remarkably free from side effects. It is less toxic than nitrogen 
mustard and the large doses needed are well tolerated. 

Administration DEGRANOL is available in the form of 50mg ampoules, and is 


administered by intravenous injection. 


Full information, literature, references etc. supplied on application to the sole U.K. distributors 
for CHINOIN, BUDAPEST 

Leda Chemicals Limited - (Pharmaceutical Division) P.O. Box 500 

Berk House - Portman Square - W1 - Telephone: Hunter 6688 

Supplies can be obtained from the above or through the usual distributive channels. 
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Kiddies need no coaxing 
with this new form of Achromycin V 


Here’s an entirely new form of ACHROMycIN V especially designed to simplify the 
control of infection in children and infants. AcHRomycIN V Pediatric Drops Aqueous 
delightfully flavoured with orange—make a particular appeal to the child who 
turns awkward when it’s time to take his medicine. 

Che product contains ACHROMYCIN tetracycline with citric acid and sodium citrate 
for more rapid absorption and higher levels of the antibiotic in the blood. 

[hus infection can be promptly controlled and the child’s recovery accelerated. 
\ccurate dosage can be measured drop by drop from the pliable plastic bottle 
5 mg. of tetracycline per drop). The product can be given directly onto the tongue 


or added to water or fruit juice. 


ACHROMYCIN V 


TETRACYCLINE WITH CITRIC ACID AND SODIUM CITRATE * REGD. TRADEMARK 


PEDIATRIC DROPS AQUEOUS 


Supplied in dropper-type plastic bottles of 10 cc. 


, 
LEDERLE LABORATORIES DIVISION (yanamid OF GREAT BRITAIN LTD. London, wC2 


12 














THE LANCET 





ADVERTISERS’ ANNOUNCEMENTS 


31 MAY 1958 





Both these patients have Hay Fever eee 


but one does best on 


Ambodry! 


HIGH-POTENCY ANTIHISTAMINE 
WITH MINIMAL SIDE-EFFECTS 


AMBODRYL* (Bromo-diphenhydramine 
hydrochloride, Parke-Davis) is supplied in 
capsules of 25 mg. or as AMBODRYL ELIXIR 
containing 10 mg. in each teaspoonful. 


Average adult dose : 


25 mg. three or four times a day. 






* Trade Mark 


cA 
af 


S 


t 
Yen? 





; PP): PARKE, DAVIS & COMPANY LTD. ( Inc. U.S.A.) - 


while the other responds best to 


Benadryl 


COMBINED ANTIHISTAMINE AND 
ANTIACETYLCHOLINE ACTION 


BENADRYL* (Diphenhydramine 
hydrochloride, B.P.C., Parke-Davis) 

is supplied in capsules of 25 mg. and 50 mg. 
or as BENADRYL ELIXIR containing 

10 mg. in éach teaspoonful. \ 
Average adult dose : 50 mg. Oye 


three or four times a day. 


\\\ 








* Trade Mark a 


HOUNSLOW - MIDDLESEX - Telephone: HOUnslow 236! 
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Summer has set in 
with its usual 


severity ... 


(Coleridge 1826) 


At this time of the year 
airborne pollen brings acute discomfort to 
many people. 
Pabracort Insufflations have proved 
their value in the treatment of Hay Fever 
by clinical trial and in general practice. 
Dramatic relief is usually obtained within 
two or three days and complete alleviation 
after two weeks’ treatment. 

Reference: Lancet (1956) t.,537. 

Lancet (1955) i.,234. 


Proc. S.M. Mayo Clinic. 
Vol. 32 No. 22, 30, 10, 1957. 


FORMULA Each insufflation capsule contains 
15mg. hydrocortisone acetate 
in a specially prepared 
snuff base. 


PACKINGS Pabracort outfit (10 capsules 
and insuffiator) 
Capsules : 10, 25, 100. 





PABRACORT 





INSUFFLATIONS 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MiIDDX. 
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Order out of confusion 
‘Mysoline’ in the control of epilepsy 


‘Mysoline’ not only reduces the frequency and 
severity of epileptic attacks, but also produces a 
marked sense of well-being. The patient is en- 
couraged to take a renewed and more vigorous 
interest in life and to become a self-supporting 
member of the community. 

For these reasons it is often advantageous to 
use ‘Mysoline’ in cases already controlled by 


other drugs, but in which a heightened interest 
and improved performance is desirable. 

Universally acknowledged as a major advance, 
‘Mysoline’ is indicated in all the manifestations 
of epilepsy. This outstandingly safe and 
effective anti-convulsant is available as 
tablets of 0.25 G. and as a palatable oral 
suspension. 


‘Mysoline’ 


TRADE MARK 


PRIMIDONE B.P. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph. 826 
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(Compound I.8.499) 





SUPPRESSES ACID SECRETION 





All day and all night control of gastric acid in 
peptic ulcer is made possible by a dose of NACTON 
3 times a day—and one at night. 


NACTON selectively reduces gastric secretion 
by as much as 70%, providing fundamental, 
long-term and specific control of hyperacidity, 
not merely relief of symptoms. 


2 mg. of (1-methyl 2-pyrrolidyl) 


EACH 
TABLET methyl benzilate methyl 
eneicemeaes methosulphate 
PACKAGES 50 tablets 4s. 4d. 
& BASIC 

250 tablets 20s. Od. 


N.H.S,. COST 


e A PRODUCT OF BRITISH RESEARCH 


on L. BENCARD LT D. PARK ROYAL, LONDON, N.W.10 
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NOW —a favourite prescription 


ina NEW form... 
| 
| 


more convenient for| both patient and doctor 


You can now prescribe 


Bellergal Retard 





| tablet night and morning 
for continuous control 
of symptoms in a wide variety 


of psychosomatic disorders 


Beliergal Retard 
BY | SANDOZ 


0.2 mg. total] alkaloids of belladonna 





TABLETS 0.6 mg. Ergotamine Tartrate B.P. 


40 mg. Phenobarbitone B.P. 





Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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provides milk-alkali drip 
therapy without a tube 


Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control of gastric 
acidity was impossible without hospitalization and discomfort to 
the patient. 

Then a unique treatment in the form of Nulacin tablets was 
evolved to achieve this desirable state—simply, effectively and 
without attendant disadvantages. In the ensuing period Nulacin 
therapy has been amply tried and proved by numerous clinical 
studies and by therapeutic use in many countries. 

A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 

INDICATIONS: NULACIN tablets are indicated _ 
ever neutralization of the acid gastric contents is required: 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 

Dosage: Beginning half-an-hour after food, a Nulacin tablet 
should be placed in the mouth between the cheek and the gum 
and allowed to dissolve. 


During the stage of ulcer activity, up to three tablets an hour may 
be required. During quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to gastric hyperacidity, 
the dose of Nulacin is one or two tablets between meals. 


Nw LACIN tablets are not advertised to the public and have 
no B.P. equivalent. They may be prescribed on E.C.10. The 
dispensing unit of 25 tablets is free of purchase tax. (Basic price 
to N.H.S. ... 2/-). Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate mag- 
nesium trisilicate 3.5 grs.; magnesium oxide 2.0 grs.; on 
calcium carbonate 2.0 grs.; magnesium carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 
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GASTRIC ANALYSIS 


GASTRIC ANALYSIS Superimposed gruel 
fractional test-meal curves of five cases of duo- 
denal ulcer. 
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GASTRIC ANALYSIS 
GASTRIC ANALYSIS Same patients as in 
Fig. 1, two days later, showing the striking 
neutralizing effect of sucking Nulacin tablets (3 
an hour). Note the return of acidity when 
Nulacin is discontinued. 


BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature and full 
information on Nulacin available on request. 
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what is a TONIC? 


NEARLY EVERY PHYSICIAN prescribing 
a tonic today thinks first in terms 
of either iron or vitamins. Or both; 
because the efficacy of iron depends 
so much on the vitamins linked with 


its absorption. 


Foremost of these are ascorbic acid 
and the factors of the vitamin B 


complex. 


All these are presented with easily COMPOSITION 
assimilable ferrous iron in a single 


tablet of Ferraplex B. Average datly dose of six FERRAPLEX B 


tablets contains: 

Ferraplex B tablets are easily Ferri Sulph. Exsice.,B.P.......... 1 gramme 
swallowed and well tolerated. They Copper Carbonate ........... racine 
Ascorbic Acid (Vitamin C).,........ 50 mg 


provide a complete iron haematinic 
NATURAL VITAMIN B COMPLEX EXTRACT. . 2 grammes 


therapy for convalescents, adoles- 


cents pregnant women and prepared from brewers’ yeast and including 


patients with all degrees of iron Angutine ene (Vitamin B,) . ‘ me. 
- P Riboflavine (Vitamin B,) ......... .. Omg. 

deficiency anaemia. es 
. I oe ae yaa Le As tl . . BO mg. 


and all the other naturally occurring factors of the 


vitamin B complex. 


FER HRA PLEX 5B 


COMPLETE, ACCEPTABLE 
IRON HAEMATINIC 


Cc. L. BENCARD LTD -. PARK ROYAL. LONDON - N.W.I0 


601, 46/3 
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‘An Anginal Patient— 


but not an invalid!’ 


Successful treatment of angina pectoris should enable the 


patient to recover confidence in his ability to work and play. 


‘PENTOXYLON’ 


can help to achieve this 
happy result 


‘PENTOXYLON’ 


tablets contain 10 mg. P.E.T.N. 
pentaerythrityl tetranitrate), 

a potent coronary vasodilator, 
and 1 mg. ‘Rauwiloid’, 

an alkaloidal fraction of 
Rauwolfia serpentina. 


*‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘ Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 

blood pressure. 








DOSAGE: 1 or 2 tablets four times daily 
before meals. 








PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


iT 
RIKER *Pentoxylon’ and * Rauwiloid’ are registered trade marks. Regd. Users: 


RIKER LABORATORIES LIMITED - LOUGHBOROUGH .- LEICS. 
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“Here’s a health 


His Allergy!” 
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Effervescent 


Sandosten -rapicts 


UO 
= 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 
0.794 g. calcium gluconate 


Samples upon request 


SANDOZ 


anti-allergic, anti-pruritic 


The effervescent anti-allergic drink 





Sandoz Products Limited 


Sand H 





23 Great Castie Street 


London, W.1 


21 





THE LANCET ADVERTISERS’ ANNOUNCEMENTS 31 MAY 1958 








STAVAL 


TRADEMARK 





x-phthalimidoglutarimide 





thalidomide) 





safe sedation ns 
and 
sounder sleep 


« An entirely new non-barbiturate sedative and hypnotic 
¢ No known toxicity and free from untoward side-effects 


« Tasteless 
DISTAVAL « Calms without euphoria or initial excitement 


Scored tablets of 25 mg « Particularly suitable for children and the aged 


Basic Cost to N.H.S. of 12 tablets from dispensing 
pack of 100 (including Purchase Tax)—1s. 34d 
Tube of 24 and Bottles of 100 and 500 FOR SEDATION: 
Adults: One 25 mg. tablet 2 or 3 times a day 
DISTAVAL Infants and Children: Half to one 25 mg. tablet, according to age, 
| to 3 times a day 


Forte 
AS A HYPNOTIC: 


Scored tablets of 100 mg. One 100 mg. tablet 20 minutes before retiring 
Basic Cost to N.H.S. of 12 tablets from dispensing 
pack of 100 (including Purchase Tax)—3s. 54d 

Tube of 12 and Bottle of 100 

THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.19 
Telephone: Liberty 6600 
Owners of the trademark DISTAVAL prw 1 ss 
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Antistin-Privine 


ANTI-ALLERGIC AND DECONGESTANT 





IMMEDIATE RELIEF 


IN HAY FEVER AND OTHER 


ALLERGIC RHINORRHOEAS 





Prolonged freedom from symptoms 


follows a single application 


POCKET NEBULISERS *# DROPPER BOTTLES 


Antistin-Privine contains 0.5% Antistin ( 2-phenylbenzylaminomethyl-imidazoline sulphate) 


and 0.025% Privine ( 2-napthylmethyl-imidazoline nitrate) 


i BA 


‘Antistin’ and ‘ Privine’ are registered trade marks. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone ; Horsham 4321 Telegrams : Cibalabs, Horsham. 
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A vartety of presentations to 


meet a wide range of indications 





lareactil 


CHLORPROMAZINE HYDROCHLORIDE 











wee ewww een ened 





has important 





established uses in 
* GENERAL MEDICINE 
* PSYCHIATRY 
* ANAESTHETICS 
* GERIATRICS 
* PAEDIATRICS 
* OBSTETRICS 


and in numerous 





other fields 


Further information is available 


on request 


AN MGB BRAND MEDICAL PRODUCT 


@® manvuracrcren BY MAY & BAKER LTD 
—_— 


"ddd ededddeedcdedcdededceeeddedcdcdcccdeceececceccecccdcccccceccecccccccccecccccccccecceccccccccdeeeeeeccccecccceccccecceceedeeeeeeeceeeeeeeeeeeeeeededeee 
DISTRIBUTORS PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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today’s new 
MASTER PLAN 


against 






migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
Each tablet contains effect upon the characteristic headache and ocular disturbances. 


ergotamine tartrate 2 mgm.; ee ae , 
ane abstain _s Caffeine is present too, since it acts as a synergist to ergota- 


caffeine (alkaloid) 100 mgm. ; 
mine. Frequently, however, ergotamine tends to evoke nausea 


cyclizine hydrochloride 50 mgm. 
In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 

these aspects of the condition. For this reason, the potent, 

rapidly acting anti-emetic cyclizine is also included in 

‘ Migril ’—to overcome any tendency to nausea or vomiting, 

whether caused by the ergotamine or by the condition itself. 

And so successfully does cyclizine achieve this aim that truly 


effective oral doses of ergotamine can today be given—by 


means of ‘ Migril’. 


‘migril ie 


TRADE MARK 





BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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) Diuretic Therapy 





| Gratifying results are obtained in the management of congestive heart failure by 

the use of Mersalyl B.D.H. The symptoms due to the increase of extracellular 
I fluid are relieved, the patient becomes ambulatory and the duration of decom- 
\\ pensation crises is shortened. 


MERSALYL B.D.H. is indicated not pulmonary cdema. This prophylactic 
only for its curative action but also as a use of Mersalyl B.D.H. ensures that 
prophylactic as soon as there is any sign nocturnal rest is obtained and consider- 
of extracellular fluid, increase of weight, ably reduces the risk of the development 
cardiac asthma’ or pulmonary congestion of a decompensation crisis with general 
in order to prevent the onset of severe cedema. 


MERSALYL B-D-H 


Mersaly! B.D.H. conforms to the specification for Mersaly! B.P. 
For injection—ampoules of 1 ml. Boxes of 6 at 2/6. Ampoules of 2 ml. Boxes of 6 at 2/10. 
Suppositories (0.4 grm.). Boxes of 6 at 4/10. 
Tablets (80 mg.) for oral use—Bottle of 20 at 2/6. (Basic N.H.S. prices) 
Details of dosage and other relevant information on request 


THE BRITISH DRUG HOUSES LTD. (Medica! Department) LONDON N.1 


————SS=S=S==—SS— 








































swiitly... 
surely...to higher levels 


WITH THE NEW IMPROVED PENICILLIN-V 
*‘V-CIL-K’ brand penicillin V potassium is the most 
efficient oral penicillin yet developed. It combines 
the acid stability of penicillin V with very rapid 
absorption. High therapeutic levels are swiftly attained 
and peak concentrations are reached within thirty 
minutes. 


*V-CIL-K’ provides the convenience of oral penicillin 
with the speed and sureness of the parenteral route. 
Whether judged by blood levels or by clinical results, 
it is fully as effective as intramuscular penicillin G. 


*‘V-CIL-K’ may be used whenever penicillin is 
indicated, even in serious infections hitherto requiring 
parenteral treatment. The dose is 125-250 mg. four 
times daily. The cost is the same as that of penicillin V. 
Available as tablets of 60 mg., 125 mg. and 250 mg. 


PEenNrs*L_Ccrututetwn POTASStum™ 


ELI LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 
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TIME AND THE NERVOUS SYSTEM * 
THE BRAIN AS A CLOCK 
WILLIAM GoopDy 
M.D. Lond., F.R.C.P. 

TO THE NATIONAL HOSPITAL, QUEEN SQUARE, AND TO 

UNIVERSITY COLLEGE HOSPITAL, LONDON, w.c.l 
““ We know how dangerous it is to over-estimate intuition. Let 
us first ask a simple question. What is a clock?” 
EINSTEIN and INFELD 1947. 

THOUGH present-day civilisation depends to a great 
extent on the administration of time (Government time), 
through the use of clocks, for its social and scientific 
progress, there is no system of knowledge about time, to 
compare with the advanced systems of biology, physics, 
and chemistry. In neurology, which lies at the junctional 
point of philosophy and science, our interests have, until 
now, been limited to the spatial aspects of our subject. 
We have therefore constructed the principles of clinical 
neurology, neuroanatomy, and neurophysiology in terms 
of space, thus: 


PHYSICIAN 


Clinical Neurology 
Localisation of lesions. ° 
Representation of functions. 
Attribution of normal functions to parts, when 
follow damage therein. 
Reflexological tests concerned with “levels” in the nervous 
system. 


symptoms 


Neuroanatomy and Neuropathology 
The spatial extensions of nervous tissues. 
Detection of disease processes by deduction from the state of 
tissues after removal and chemical processing. 


Neurophysiology 
The operational study of isolated nervous structures according 
to theories derived from contemporary (electrical and chemical) 
technology. 

The dramatic fragments of temporal neurology are 
treated as curiosities, or relegated to the neglected inter- 
state between neurology and psychiatry. For example, 
amnesia (from head injury, intoxication, epilepsy, ence- 
phalitis, or imtravenous anzsthesia), the meaning of the 
alpha-rhythm of the electroencephalogram, and the “ déja- 
vu’”’ sensation of uncinate epilepsy, are all unrecognised 
as signposts in the exploration of the time sense. 

There is now a worldwide awakening of interest in the 
problem of time and times. Neurology is in the best 
position for the investigation of disorders of the time 
sense, and for the coordination of work in the fields of 
behavioural physiology and anatomy, navigation, elec- 
tronics and computers, and “‘ automation ” generally. 

This contribution is a summary of thought on the 
human time sense, derived from clinical study. To 
understand the main proposals of this work—that (1) 
animals contain immense numbers of clocks, from which 
the nervous system transmits and registers the time 
information, and that (2) the nervous system itself is a 
very complex clock-system—one must first consider the 
principles of chronometry. 

Chronometry 
Definition of a Clock 

The following definitional comments of clock forms 
are provided by Einstein and Infeld (1947): 

“The primitive subjective feeling of time flow enables us 
to order our impressions, to judge that one event takes place 
* From two tectures delivered at the University of California Medical 


Center, Los Angeles, Department of Physiology, November, 
1957. 
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earlier, another later. But to show that the time interval 
between the two events is 10 seconds, a clock is needed. By 
the use of a clock the time concept becomes objective. Any 
repeated physical phenomenon may be used as a clock, 
provided it can be repeated as often as desired. Taking the 
interval between the beginning and the end of such an event 
as one unit of time, arbitrary time intervals may be measured 
by repetition of this process. All clocks, from the simple 
hour-glass to the most refined instruments, are based on this 
idea.”’ 

A definition of the strictest kind, expressed in the 
language of scientific logic, has been provided for me by 
Prof. J. H. Woodger: 

**R is a clock if and only if R is an A-line, every member of 
the field of which has the same duration as any other member, 
and the beginning and end in time of every member of the 
field of which is visible, audible or palpable.” 


It is exceptionally important to note that no clock 
mechanism fulfils its purpose as a clock unless its activity 
is perceived by an observer, who understands the manner 
in which the clock possesses the attributes of a time- 
keeper. 

The clock of everyday use consists of a powered 
mechanism, driven by a coiled spring, or weight and 
pendulum (their power derived from the person who 
winds them) or electricity. Two principles are used: 

1. The continuous motion derived from the power source is 
broken up into intermittent motions of regular form, providing 
equal periods between each motion, the moment of ending of 
one motion exactly coinciding with the moment of beginning 
of the next. 

2. The number of these periods is counted. 


Continuous to Intermittent Motion 

A device known as the “ escapement” permits the 
escape of movements of the clockwork, each of the same 
duration. This movement takes place in the train of 
gearwheels between the power source and the hands 
of the clock, so that by suitable gear ratios the turning 
of the wheels and the hands of the clock represents for 
the observer the Earth’s rotation about the sun. The 
escapement also provides the energy which keeps its 
own mechanism in rhythmic action. Gould (1923) 
expounds the history and principles of chronometry. 

We find in the nervous system an exactly similar 
process, in which some continuous performance, such as 
movement or sensation, is transmitted by an intermittent 
process. The example of nerve action-potentials serves to 
illustrate this point. 


Counting and Recording the Number of Escaped Cycles 

The counting apparatus is provided by the passing of 
“hands ” over the “‘ face” of the clock, which provides, 
in its marked subdivisions, intervals of space equivalent 
to intervals of time. Thus in the clock we have the equation 
of time with space. Following this statement, we reach 
an exciting conclusion, for we find that: 

Man, being equipped psychologically with a sense of 
space and a sense of time, may be considered physiologically 
as a Clock system. 


Neurological Aspects of Chronometry and Navigation 
The methods by which human beings relate themselves 
to their surroundings were outlined in previous papers 
(Gooddy and Reinhold 1952, 1953, Gooddy 1957a). 
The evolution of the neuroanatomical and neuro- 
physiological techniques by which we are able to live 
Y 
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purposefully in a three-dimensional environment was 
considered. Suggestions of the importance of a fourth- 
dimension or time factor were outlined. In the second 
paper (1953) the notion of ‘‘ motion-sense ” was intro- 
duced. The breakdown of “ motion-sense”’ in disease 
of the nervous system was illustrated by clinical tests of 
language; visual, auditory, and tactile perception; 
spatial judgments: awareness of the significance of 
direction; constructional and navigational performance. 
The human faculty of finding one’s way about (naviga- 
tion), of realising the relations of parts of the body one 
to another, and of appreciating the interrelationships of 
objects of which one is only theoretically aware (e.g., 
molecular structure of chemical compounds, geography, 
astronomy) has been developed for the needs of progress 
and survival to such a degree of perfection that these 
“* functions ”’ are relegated to subconscious level, except: 


> 


1. In situations which are new (and therefore exceptionally 
difficult)—e.g., finding one’s way about in a strange place, 
especially in a foreign land without previous personal land- 
marks, and where the language is not understood. There are 
then the equivalents of spatial disorientation and dysphasia. 
Or in developing a new skill, such as touch-typing or the 
understanding of spherical trigonometry. 

2. In disease of the nervous system. 

In the papers mentioned above, it was also shown that 
the passage of time is essential for perception—that 
unless it is possible to say, for example, “‘ I am not being 
pricked by a pin, I am being pricked by a pin, I am not 
being pricked by a pin ”’ there can be no full or accurate 
description of the perception (and memory) of having 
been pricked by a pin. 

If the ideas so far expressed are accepted, we may make 
a statement of personal chronometry from clinical 
observations of personal navigation. 

Since (1) we are able to achieve personal navigation 
(spatial orientation), and since (2) the awareness of the 
passage of time is as essential for perception as the 
knowledge of the extensions of space, we must be equipped 
with internal chronometric apparatus amenable to physio- 
logical analysis. 


The Internal Clocks 


We may now proceed to investigate the proposal that: 

there are internal clock forms, which enable us to have a 

““sense of time”, without using such external means as 

require the perception of a mechanical device. 
To prove that this proposal is true, it is necessary to 
show that there are systems or ‘“‘ mechanisms” in 
which are produced the exactly repeatable physical 
phenomena. 

The body does contain a large number of such 
*“* mechanisms ”, of which some are obvious and of special 
importance. Others, of equal or greater importance, are 
less obvious. The principle underlying their functions 
as clocks may be once more outlined. All that is necessary 
for a clock is “the detectable phenomena of accurate 
repetition”’’. The greater the accuracy of repetition, the 
greater the accuracy of the clock. Extreme refinements 
of accuracy are provided from measurements of the 
motions of the very large or very small bodies. The most 
accurate time measurements at present are derived from: 

1. The motions of the stars (bodies of immense size, remote- 
ness, and speed of movement relative to the earth). 

2. The vibrations of quartz crystals (100,000 oscillations per 
second). 





3. The motions of the molecules of ammonia gas or cesium 
(also showing striking contrast of size and speed compared with 
the earth). 

That the human being through his body may have 
some ‘“‘ awareness” of molecular activity has been 
suggested (Gooddy and Reinhold 1953). We have, 
between our observations of the motions of heavenly 
bodies and the possible subconscious reckonings of 
molecular activities, the set of clocks now to be described. 
It is to be noted at the outset that the patterns of clock 
mechanisms are so diverse that there should be a diversity 
of times recorded. From this multiplicity of “ times ” 
may be derived the concept of “‘ Time”: that is, the 
average of physiological times is equivalent to ‘“‘ mean 
psychophysical time ”’. 


Physiological Clock Mechanisms 

There are two main groups to be considered: 

1. The non-nervous organs and systems which have a 
rhythmic pattern of activity. 

2. The nervous mechanisms which transmit the impulses 
from which the action of non-nervous organs is detected. 
Note.—These nervous mechanisms themselves show rhythmic « 
activity, which provides temporo-spatial patterns in the nervous 
system. Such “ dynamic patterns” may provide a link 
between physiologically demonstrable nervous activity and 
perception (Gooddy and Reinhold 1954, Gooddy 1956, 1957a). 


Summary of non-nervous organs and systems showing 
rhythmic acitivity.—There is some difficulty (artificiality) 
in defining this group, for every bodily structure is in 
some degree under nervous control, in that its activity is 
modified by action of the nervous system. Such organs 
as the heart (which shows rhythmic activity of an obvious 
kind) ultimately depend on a number of local and general 
nervous (and neurochemical) mechanisms, from the 
branches of the bundle of His to the very complex cerebral 
modifying mechanisms (Gellhorn 1953). The heart- 
rate may vary from 40 to 160 beats a minute under 
cerebral influences. Similarly the lungs, the bowel, the 
bladder, and the glands may vary in activity according 
to nervous activity. 

However, the point for present demonstration is that 
there are many bodily structures, not themselves nervous 
structures, which have rhythmic activity fulfilling the 
requirements of repetition necessary for a clock form. 
We have also to consider those rhythmic processes (respira- 
tion, pulse, temperature, for example) which emerge 
as the most important consequences of the activity of 
rhythmically acting organs (heart, lungs). 

Cardiovascular System 
Muscular activity. 
Pulse transmission. 


Nervous control. 
Biochemical effects. 
Cerebrospinal-fluid System 
Two forms of pulse—cardiac and respiratory. 
Cardiorespiratory System 
Rhythmic neuromuscular activity controlling and controlled by 
biochemical adjustments in blood and tissue metabolism. 
Alimentary System 
Rhythmic activity of alimentary tube, from pharynx to rectum, 
associated with regular intake and output. Glandular activity 
closely associated (e.g., blood-sugar level). 
Cardiorenal System 
Regulated output of soluble material in delicately adjusted 
volumes of fluid. 
Glandular and Autonomic Systems 
Growth, generation, gestation. Regeneration. Maintenance of 
standards; e.g., metabolism, temperature. Relation to mental 
states. Healing. Effect on size of body, development and age. 
Sexual cycles, male and female. 
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From this rough classification, examples from the cardio- 
vascular system may be used to provide illustrations. 


The Heart and Blood-vessels 


The arterial pulse has, from antiquity, been noted for 
its generally regular rhythm under steady conditions. 
The circumstances producing acceleration and decelera- 
tion to raised or lowered levels (tachycardia, bradycardia) 
or altered rhythm are common knowledge, popularly 
connected with the emotions. Their description may be 
found in any textbook of medicine, cardiology, or pharma- 
cology, as well as in works on psychology, and in poetry 
and non-medical prose, including the Bible. There is, 
for any individual, an approximately steady rate— 
usually, during rest, between 65 and 75 beats a minute. 
The average or “‘ normal” pulse-rate is usually given as 
72 a minute. When Galileo in 1590 made his observation 
of the swinging lamps in the cathedral of Pisa, which led 
to his formulation of the principle of the pendulum (i.e., 
that each swing of a freely suspended body takes the 
same time as any other, independently of its length 
or arc of swing) he is said to have used his pulse for a 
method of timing. It says much for the detachment of 
scientific observation if at such a time of fundamental 
discovery Galileo’s pulse remained steady. 

The physician detects the cardiac and arterial pulses by 
sight, touch, and hearing. Technical devices are often 
used to magnify the fundamental rhythmic processes, 
which are associated with two distinct forms of 
appreciability : 

1. The local and distant effects of rhythmic contraction and 
expansion of muscular tissue (which may be detected in trans- 
mission either along the arterial wall or other tissues (heart 
apex-beat, abdominal aortic pusaltion); or felt by application 
of some part of the observer’s body—usually the finger or 
palm). 

2. The mechanical production of sounds, (a) by fluctuations 
of pressure in a valve-controlled tubular system, or (6) by 
muscular contraction directly. In the first group we have the 
heart sounds in pairs, accompanying normal systole and dias- 
tole, the rumblings of abnormal confluences of blood, as in 
valvular disease of the heart (mitral stenosis in rheumatic 
heart-disease, or in arteriovenous communications (cerebral 
angioma). In the second group we have the accessory heart 
sounds. 

In health and daily life, we are not usually conscious of 
the heart’s action, nor do we often make any form of 
analysis of it. Nevertheless, the information is always 
available and is constantly presented to and by the nervous 
system, by the above-outlined methods, as well as in the 
well-established nervous channels leading directly from 
the organ. The study of cardiovascular physiology and 
disease objectifies many of the details of the arterial 
pulse system. 

We find, therefore, that in the cardiovascular system 
there is a well-defined system of clocks. Certainly this 
system is liable to frequent and considerable modifica- 
tions of action leading to alterations in the time-values 
derived from the system. However, over an extended 
period, such as a day or a week, a person will have a fairly 
steady average pulse-rate. A person engaged in ordinary 
routine work of a sedentary type is likely to experience 
pulse-rates between, say, 65 and 85 a minute, with a 
mean value of about 72 a minute. The brief periods in 


which he may be in a rage or frightened, or running for 
a bus, will be accompanied by an increased pulse-rate, 
but this peak-period, unless prolonged, will make little 
difference to the average over the twenty-four hours. 


In several conditions a high average pulse-rate may be 
maintained for long periods (anxiety, fever, thyrotoxicosis, 
heart-failure, paroxysmal tachycardia, intoxication). We 
have to ask ourselves whether such conditions are 
associated with alterations in some part of the time- 
sense. It can be shown that such alteration does take 
place, though it is often unrecognised subjectively (i.e., 
by the patient) until his health returns to normal, when 
he is able to have another (normal) time-sense to compare 
with the former. 


Rhythmic Activity in the Nervous System 


We have now to consider what may be a new proposal 
about the nervous system and its activity. The proposal 
is formulated thus: 

1. Because of its fundamentally rhythmic type of activity 
(associated with the “all-or-none”’ phenomena), at all 
neurophysiological levels ; 

2. Because the nervous system mediates sensory and motor 
activity, and thus is completely integrated with the reception 
and creation of rhythmic phenomena (e.g., light and sound 
waves; habitual movements, such as walking, breathing); 

3. Because the nervous system is the final mediator of 
the person’s awareness of all the clock systems derived from 
rhythmic systems not primarily nervous; 

4. Therefore the nervous system provides both the ana- 
tomical structure and the physiological activity essential for 
clock mechanisms, and may be regarded as a clock. 

If we accept the notion of the nervous system as a 
clock, we note immediately the complex nature of its 
structure. The final clock, by which perhaps we say we 
** know about time ”’, is the last abstraction of the innumer- 


_ able subsidiary clock forms. In neurophysiological terms, 


the alpha rhythm of the electroencephalogram shows the 
final abstraction from all other rhythms. Rhythmic activity 
has been demonstrated in a single cortical cell (Phillips 
1955). 

Some important systems will now be briefly discussed. 


The Intrinsic Activity of Nervous Tissue 

The basis of nervous activity is the transmission of the 
nerve impulse, which is the unit used by Eccles (1953) 
in his attempt to discover’ The Neurophysiological Basis 
of Mind. The nerve impulse is used also by Katz (1952) 
as the fundamental unit of nervous activity. Nerve-fibres 
have (a) rates of “ firing,’ depending on the rate of 
stimulation and the refractory period; and (6) rates of 
transmission, depending on fibre cross-sectional area. 

Therefore, for habitual activity (whatever it may be) 
which we train ourselves to perform; there is a habitual 
rate of sensorimotor activity, which may be expressed in 
neurophysiological terms as habitual rates of firing and 
conduction along nerves. This habitual rate of activity 
derived by abstraction from an infinity of activities, 
provides a very steady clock system at all levels, because 
of the reliability of ‘‘ averaging” which is possible in a 
system composed of such immense numbers of units. 

The structure of the nervous system is well fitted 
to such a design for function, and differs from the cardio- 
vascular system, which relies not on abstraction but on 
simple bulk transport (the blood-channels enlarging 
progressively towards the heart, which is conventionally 
regarded as the centre of the system) (Gooddy 1957b). 


The Autonomic System 

Inseparably linked with the clock systems classified as 
** non-nervous ” is the autonomic nervous system, which 
traditionally holds a much neglected position in neuro- 
logical study. Only when the autonomic system is 
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functioning normally can the individual make use of his 
voluntary nervous system. Only when the rates of 
functioning of those metabolic systems which maintain 
life and health are normal does living matter (human 
being or plant or single cell) prosper. 

The autonomic system is the controlling device of 
innumerable neuro-anatomico-humoral systems, which 
are set in certain positions of adjustment according to the 
state of the individual. These adjustments may be altered 
singly, or (in certain groups) totally. They are so intercon- 
nected that it is not possible for one to be altered without 
an effect upon others, this relationship being the basic 
** mechanism ”’ of homeeostasis. Simple examples may be 
seen in the chemico-neuro-chemical alteration of heart- 
rate during exercise, and the photo-chemico-neurological 
response of the pupil to light and shade. Such adjust- 
ments are linked to change of state, and vary according 
to the degree of change (up to the limits of the system’s 
performance: if the limits are exceeded, pain and dis- 
ability or disease result). 

Thus we find that the autonomic system is compounded 
of many clock systems, which control (and are mutually 
controlled by) those “‘ vegetative ”’ processes. essential for 
life. The autonomic system provides the regularity of 
rhythms essential to volitional activity: it is the nervous 
system of rhythmicity. Its clock faces may be seen in 
countless forms. Examples are shown in records of pulse, 
respiration, and temperature; in menstrual cycles; in 
uptake of radioactive isotopes; in photographs of a person 
in infancy, childhood, adolescence, maturity, old age. 
When disordered in function, the autonomic system shows 
clock systems recording abnormally—in fever, pain, 
tachycardia, colic, and depression. 

These clock systems are neglected because we are over- 
familiar with their habitual perfection. The poet, not the 
physiologist, knows this neglect, as an extract from A. E. 
Housman shows: 

*“ When I was off to dreamland 
And left my limbs forgot, 

Who stayed at home to mind them 
And breathed when I did not ?” 


The Special Senses and “ Touch” 

The special senses and touch provide a wealth of 
clock systems, which are to be discussed in detail else- 
where. They depend for their clock-like activity on 
certain principles: 

1. They may be concerned directly in “‘ reporting ” from 
other clock systems, either specially designed and constructed 
to affect them—e.g., the ordinary clock-face or watch-face 
(vision), and the chiming of clocks or the reception of verbal 
and electrical signals (hearing)—or naturally available in the 
world environment—e.g., motions of stars, state of vegetation 
(vision); bird song, insect sound especially in tropics (natural 
auditory clocks are fewer than visual ones); ripeness, decay, 
perfection of cooking (taste and smell); arrival in harbour 
(balance); seasonal warmth or cold, ice, dust, drought (touch 
and thermal sense); passage of vehicles (vibration). 


2. They provide information of external physical activity 
to which they are specially “tuned”. The visual system 
distinguishes various speeds and intensities of light waves, 
the ear, various speeds and intensities of sound waves. In 
so doing, sight and hearing provide the proof of their clock- 
likeness, because, for example, to distinguish between two 
musical notes, the auditory system has to differentiate rates of 
vibration per second (or any other time unit). Thus in music, 
pitch and “ tune ” are two obvious clock systems. 

The touch system is “tuned” to molecular activity 
(Gooddy and Reinhold 1953) as shown, for example, by our 





capacity to appreciate contact and distinguish differences of 
hardness. 

The “‘ chemical ”’ senses, smell and taste, provide judgments 
of rates of solubility and degrees of concentration. 

3. They provide, without mechanical clocks, each in its own 
modality, evidence of time passed: and so the possibility of 
judging age. The final perception of a modality is often 
expressed in time judgment. “ His face was so changed, he 
must have been in the last stages of his illness ” (vision). 
** That engine is very ‘ rough’: it must be years since it was 
overhauled ” (hearing). ‘‘ That cheese is over-ripe ” (smell). 
“ This is the 1890 port ” (taste). “‘ That cloth was quite worn 
out ” (touch). 

4. They are concerned with order, or sequence. The mean- 
ing of spoken and written words, and of mathematical symbols, 
and especially of musical notation, tunes, and harmony, 
depends on “‘ navigation ” of muscular and skeletal instruments 
(vocal apparatus, fingers, and pen). Thus writing consists of a 
temporal sequence of variously directed lines. Phrases are 
meaningless without Correct time sequence. 

5. They create some of the common units of nervous activity 
(nerve impulses) which, by their temporal as well as spatial 
patterns, provide a basis for perception (Gooddy 1957a). 


The Locomotor Systems and Posterior Columns of thé 
Spinal Cord 

The locomotor system is here considered to consist of 
all the bodily apparatus necessary for the directed move- 
ment of the limbs, the results of which are known. It 
is the custom, neurologically, to concentrate on the 
nervous control of muscles, and study “‘ levels ” of nervous 
activity. It is equally or more profitable, from the point 
of view of function, to study the performance of limb 
segments about the joints which are their fulcra. In 
such studies, we find, in the words of Descartes 
(Dioptrique) a “‘ natural geometry”, which is of the 
greatest significance because it illustrates exactly, in ways 
capable of objective description and analysis, the prin- 
ciples of navigation and chronometry already outlined. 
This matter is to be described with experimental elabora- 
tion elsewhere. The points to be made here are: 

1. Movement is limited by the mechanical properties of 
joints, which are either of ball-and-socket or of hinge type. 
Naturally we are able to derive compound movements by using 
the properties of many joints at once. For example, in shaking 
hands there is a setting of the feet and a setting of the trunk 
upon the pelvis. From the position of the hand at rest by the 
side, there is a slight forward movement of the shoulder-joint 
(20°) and a much larger movement of the elbow-joint (90°). 
There are also complex angular adjustments of the carpal, 
metacarpal, and phalangeal joints. 

2. Space traversed by a limb point depends on (a) the length 
of the limb segments and (6) the angular velocities of the limb 


segments about their joint axes. 
3. Space traversed will be deducible from the number of 


repeated joint movements, if counted. 

Points 2 and 3 will depend on the fact that: 

4. Each person has a habitual rate of movement (which can 
be varied at will, but usually lies closely about a mean value for 
the person)—e.g., speech, walking, eating. 

We may conclude that limb movements are clocks of great 
importance and of general validity because there is general 
conformity of human size compared with distances 
covered. Thus most adults are between 5 and 6 feet in 
height, and can easily manage to cover distances of 
several miles. 

The positions of the limb points are the hands of the 
locomotor clock upon the face of the earth. 

If there is a great difference of limb length (adult 
compared with child), and if the locomotor clock system 
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is as important as has been proposed, there should be an 
appreciable difference of time sense between adults and 
children: which we all know to be true. 

Additionally, the larger limb is associated, over the 
same world distance, with a smaller angle of joint move- 
ment; and therefore a smaller angular velocity if the move- 
ment from one point to another occupies the same time 
as that taken by the shorter limb. The alterations of skin 
and muscle tension and the effects of the weight of the 
limb also provide “information” of clock-like type. 
We should not, therefore, be theoretically surprised if the 
nervous connections subserving the awareness of joint 
position, movement, muscle sense, and the motional 
aspects of cutaneous sensibility (touch) were found to 
be grouped together in the nervous system. (I do not 
conceal my astonishment at finding, by deduction from 
the foregoing hypothesis and not from _ textbook 
instruction, that the posterior columns of the spinal 
cord exactly fulfil these theoretical requirements.) 


Brain-stem (including Cerebellum) and Thalamus 

These regions are traditionally concerned with auto- 
matic arrangements to preserve the organism alive and 
provide the crude information for spatial orientation 
(especially ‘‘ balance ” and “ sight’). The physiological 
relationships between the posterior-root components 
(which pass to either the posterior columns or the 
spinocerebellar (or spinothalamic) tracts) and the brain- 
stem nuclei and cerebellum are well known. 

In providing the data for spatial orientation these 
regions must, ipso facto, provide temporal data. 

In the thalamus are interrelated the sensory data from 
all forms of receptor, though we presume that at this 
** level ”’, “‘ discrimination” is impossible. We should 
expect to find with damage in this region a quantitative 
disorder of sensation, of a character differing from the 
qualitative defect found when the cerebral cortex is 
damaged. The reader may ask himself whether there is 
such a difference between thalamic symptoms and 
cortical symptoms. We know that with thalamic lesions 
there is a “raised threshold ” (greater stimulation, an 
increased rate, necessary for detection) and “ over- 
reaction ” (pain, very painful; hot, very hot; pleasant 
warmth, very agreeably warm): and a delayed response. 

Note on the basal ganglia.—We are told that the basal 
ganglia represent the evolutionary reptilian motor 
system, but we do not know their function in health. 
Lesions of this system result in alteration of muscle tone 
and the appearance of rhythmic involuntary movements. 
The tone defect is accompanied by a slowing of limb 
movement. The involuntary movements are characterised 
by their regular rhythmic nature. Tremor is a normal 
finding in healthy people: its rate is about 10 cycles a 
second. The tremor of anxiety and hyperthyroidism is an 
exaggerated form of the normal, at the same rate. In 
parkinsonism, the tremor is slower and coarser than 
normal. Both normal and abnormal tremors provide a 
clock system. Some patients with parkinsonism say that 
time seems to go faster since the onset of the disease; 
but others say it goes slower. The reasons for this are to 
be discussed elsewhere. 


The Cerebral Cortex 
It is generally agreed that those processes or faculties 
loosely classified under the titles of “‘ memory ”’, “ fore- 


sight”, “judgment”, “intelligence”, ‘ behaviour ”’, 
** concentration ”, “‘ reasoning ” are disordered in cases 


where we find evidence of damage to parts or the whole 
of the cerebral cortex. 

Such processes, for all their apparent diversity, have 
one common underlying feature—namely, the loss of 
“timing”. Thus when memory fails, we find a defect 
of recall and arrangement of time past. A failure of 
concentration is an inability to maintain a “‘ fine-scale ”’ 
sensorimotor activity ranged immediately about the 
present. Foresight, judgment and reasoning imply a 
failure of forward memory or “ prediction ”. When these 
powers are lacking, it is easy to show that the patient can 
no longer estimate odds of probability concerning future 
events on the information available from the past. The 
patient, with a frontal-lobe tumour or cerebral atrophy, 
who is incontinent of feces, has forgotten what it will be 
like, in the future, to have been incontinent. To say that 
“he does not care whether he is incontinent or not ” 
describes accurately the circumstances, for if he were well, 
he would be horrified, because he recalls from the past 
that wilful incontinence signifies the breaking of social 
rules: and rules are formulated to direct future behaviour. 

At a neurophysiological level we should expect to find 
evidence of clock systems, especially if it is accepted 
(a) that the cerebral cortex behaves in a calculator-like 
way and that “its function is to select, differentiate, 
condense and abstract rhythms or patterns of neuronal 
activity’ (Gooddy and Reinhold 1954); and (6) that 
perception depends on the spatiotemporal arrangement 
of nervous activity. 

We should be able to deduce, further, that the 
characteristic feature of the cortical neurophysiological 
clock should be a simplified rhythm, abstracted from the 
multitudes of iierve-cells, processes, channels, and 
impulses. 

We see, in the electroencephalogram, the exact illustra- 
tion of this deduction which (it is important to state) was 
derived from the hypothesis of this work and not from 
the admitted long-standing familiarity with the electro- 
encephalograph. The electroencephalogram is a neuro- 
physiological demonstration at cortical level of the whole 
theory underlying this paper. 

Conclusions and Summary 

This work presents an outline of a new hypothesis, 
derived from, and especially applicable to, study of the 
nervous system. 

The instruments and discoveries of science are shown 
to be particular examples of mechanisms already perfected 
in living creatures. From this it follows that navigation 
and chronometry, demonstrated in the control of ships 
and aeroplanes, and the construction of clocks, are but 
the exteriorised examples of personal navigation and 
chronometry. We should, then, be able to detect and 
describe physiological chronometric mechanisms (clocks; 
clock systems) in the same way that spatial orientational 
mechanisms have already been described. 

Clocks of non-nervous and nervous mechanisms are 
described. Examples of non-nervous clock-systems 
are given in a discussion of the rhythmic nature of the 
heart-beat. 

The intrinsic rhythmic activity of the nervous system, 
in units and as a whole, is emphasised. Neurological 
clock-systems at various anatomical levels in the nervous 
system are described. 

The electroencephalograph is used as evidence of 
the highly abstracted cerebral cortical clock-system; 
and as proof of the theory underlying this paper. 
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The work leads naturally to a study of disorders of the 
clock-system, which will form the subject of future 
communications. 

I am most grateful to the University of California, Los Angeles, 
for their generous hospitality, which enabled me to visit the Depart- 
ment of Physiology; and especially to Dr. Robert D. Tschirgi, 
associate professor of physiology, at whose invitation these lectures 
were given. 
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ANAMIA is common in old people admitted to hospital, 
whatever their salient clinical condition, but is often 
revealed only by routine hematological investigation. In 
the large majority of cases the anemia is of the iron- 
deficiency type (Bedford 1952). 

The importance of blood-loss in the production of 
iron-deficiency anemia has been firmly established for 
younger age-groups (Moore 1955, Lancet 1955) but 
appears to be insufficiently appreciated as a major factor 
in anemia of old age. Thus, although Moore (1955) 
states that “. . . nutrition plays a relatively minor role in 
the production of iron-deficiency anemia among adults 
unless blood-loss also occurs... ”’, Hobson and Blackburn 
(1953), in their survey of old people living at home, and 
the British Medical Fournal (1955) state that iron-defici- 
ency anzmia is due to dietary deficiency and intestinal 
malabsorption, and virtually dismiss the part played by 
blood-loss. 

We intend to show here that, whatever other factors 
are concerned, occult intestinal bleeding plays an impor- 
tant part in the pathogenesis of anemia in old people. 


Material and Methods 

The present study is based on 175 patients admitted 
consecutively to the geriatric unit, Cowley Road Hospital, 
Oxford. Of these patients 19 were excluded either because 
they had overt bleeding or because they were aged less 
than 65 and therefore could not be held to be unequi- 
vocally elderly. The remaining 156 patients with no overt 
bleeding and aged 65 or more comprised our material. 
Of these 156 patients 61 (39%) were men and 95 (61%) 
women (table 1). This preponderance of females merely 
reflects the usual preponderance of females over males 


* The basis of a communication to the Medical Society for the Care 
of the Elderly, Manchester, in October, 1956. 


+ Now senior medical registrar, Sunderland General Hospital. 


TABLE I—SEX-DISTRIBUTION OF ANAXMIA IN PATIENTS AGED 65 OR 
MORE ADMITTED TO HOSPITAL 








Male Female Total 
No. of patients investigated x -. | 61 (39%) | 95 (61%) |156 
No. of anemic patients (Hb <80%) | 25 (41%) | 39 (41%) | 64 (41%) 


in the sex ratio of patients admitted to this and similar 
hospitals. All were under the care of one of us, and full 
clinical examinations were made of all by both of us 
independently. 

Weekly hemoglobin estimations with the M.R.C. grey 
wedge photometer (King et al. 1948) and blood-film 
examinations were made on each patient. Simultaneously 
a fresh specimen of feces, obtained when necessary by 
digital manipulation per rectum, was examined for occult 
blood by the Gregersen test (Gregersen 1919). A hzmo- 
globin level of less than 80°, (11-7 g. per 100 ml.) recorded 
for any patient at any time was arbitrarily taken to indicate 
anzmia, this being the same level as that chosen in the 
Sheffield survey (Hobson and Blackburn 1953). In 
anzmia as defined, “‘ absolute values” for the mean 
corpuscular hemoglobin concentration, the mean corpus- 
cular volume, &c., were determined and, not routinely but 
in all cases where indicated for diagnosis, further investiga- 
tion—e.g., examination of the marrow—was made. The 
tests for occult blood were recorded either as positive or 
negative, the former being limited to Gregersen’s 
** strongly positive ’’ reactions (Gregersen 1919), all other 
results being classed as negative. Medicinal iron was 
not obligatorily withheld, and dietary restrictions were 
not imposed other than for therapeutic reasons. 


Results 
Anemia 

Of the 156 patients 64 (41%) were anemic as defined 
(table 1), 34 (22%) having hemoglobin levels below 75% 
and 21 (13%) below 70% (table 11). More detailed 
examination of the blood, as described above, proved the 
anzmia to be of the iron-deficiency type in 60 (94%) of 
the 64 anemic cases according to the generally accepted 
diagnostic criteria described by Whitby and Britton 
(1953), whatever else was present. 

Patients are grouped according to age in figs. 1 and 2, 
which show that the incidence of anzmia was similar in 
all the age-groups over 65; such differences as were 
present are not significant. The gross distribution (fig. 1) 
reflects the number of admissions in each age-group; 
but, when anemia is expressed as a percentage in each 
age-group (fig. 2), the incidence is similar throughout the 
quinquennia over 65. 

The incidence of anemia in the two sexes is equal— 
41% (table 1). 

These data thus clearly establish that iron-deficiency 
anzmia is common in patients aged 65 or more admitted 
to this hospital. 


Occult Intestinal Bleeding 
Examination of the feces of the 156 patients for occult 
blood showed positive reactions in 85 patients (55%) 


TABLE II—INCIDENCE OF ANAMIA IN 156 PATIENTS AGED 65 OR MORE 
ADMITTED TO HOSPITAL 


Hb level No. of Patients 
<80% 64 (41%) 
<75% 34 (22% 
<70% 21 (13%) 
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NUMBER OF PATIENTS 
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AGE-GROUP (Yr.) 


Fig. 1—Age-distribution of anemia. 


(table 111). When the patients are grouped according to 
age, and the gross distribution (fig. 3) is corrected by 
expression as a percentage (fig. 4), the incidence of 
positive reactions for occult blood is ,similar in all the 
age-groups over 65; such differences as are present are 
not significant. 

These data thus clearly establish that positive occult- 
blood reactions are common in patients aged 65 or more 
admitted to this hospital. 


Technique of test for occult blood in faces.—For each test a smear of a fresh 
specimen of faeces is made on a clean new glass slide and viewed against a 
background of white paper. A powder containing a mixture of 25 mg. of 


benzidine hydrochloride and 200 mg. of barium peroxide f is dissolved in. 


5 ml. of glacial acetic acid by shaking in a test-tube (the resultant solution 
thus contains 0-5°% of benzidine HCl). The fresh solution of benzidine is 
poured at once over the fecal smear. A deep blue colour appearing within 
15 seconds is the only positive result. A blue or a green colour appearing 
within 30 seconds—Gregersen’s (1919) “‘ weakly positive” result—and no 
colour, or any colour appearing after 30 seconds are all negative results. 
In this study only the L pap =3 of an immediate blue colour—i.e., within 
5 seconds—was classed as positive. Delayed colour reactions were classed 
with no colour, as negative. Gregersen (1919) accepted all three colour 
reactions as “ positives”’, whereas we followed Needham and Simpson 
—_ in limiting our interpretation of “ positive reactions ” as indicated 
above. 
Relationship between Anaemia and Occult Intestinal 
Bleeding 

Of the 64 anzmic patients as defined (anemic group) 
50 (78%) gave positive reactions for occult blood in the 
stools (table 111), whereas of the 92 cases with hemoglobin 
more than 80% (non-anzmic group) only 35 (38%) gave 
a positive reaction on testing for occult blood (table m1). 
This difference is statistically highly significant (y? = 24-46, 
n=1, P=<0-01). 

These data thus clearly indicate that, in elderly patients 
admitted to this hospital, anemia and positive occult- 


blood reactions are related. 





t Boxes of this powder were obtained from Messrs. Allen & Hanburys 
Ltd., but, we understand, are no longer available. 
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Fig. 2—Age-distribution of anemia. 


1945, Olbrich 1947, Shapleigh et al. 1952), but it is highly 
probable that these so-called “‘ normal values ” include 
in their lower ranges figures derived from patients who 
had hemorrhage or other blood diseases. The fact that 
the mean “ normal values’ for postmenopausal women 
are lower in all the series than those for men also indicates 
a pathological basis because ‘menstrual loss no longer 
applies. The view of Shapleigh et al. (1952) appears to be 
amply justified: 

“. . . the range of minimum and maximal values (i.e. of 
hemoglobin level in old people) is greater than that usually 
seen in younger age groups which suggests that subjects were 
included who had diseases other than those common to the 
ageing process.” 

Olbrich (1947) similarly states: 

*«, . some of the reported figures are so far removed from 
the ‘ normal’ as to raise the suspicion that they refer not to 
the physiologically aged but to patients suffering in old age 
from a variety of pathological conditions . . .” 


Validity of Gregersen’s Test for Occult Blood 
Gregersen’s (1919) test is a modification of the benzidine 
test (Adler and Adler 1904). A positive result, as defined 
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Fig. 3—Age-distribution of positive occult-blood reactions. 


above, indicates occult intestinal bleeding in virtually all 
cases, provided that liver and black pudding are excluded 
from the diet. Neither medicinal iron administered 
orally nor any article of diet other than liver and black 
pudding (which contain much blood) affects the result. 
At least 3 ml. of blood must be ingested to produce a 
positive result. 

Needham and Simpson (1952), who used this test on 603 
uneselected outpatients on entirely unrestricted diets, found a 
source of gastrointestinal bleeding in 88% of all cases with 
positive reactions for occult blood in the stools. 

Forshaw and Mason (1954), by allowing three days to elapse 
after liver had been eaten before they examined the stools for 
occult blood, reduced the number of unexplained (false) 
positive results to 1%. Since, however, elderly patients are 
commonly constipated, Forshaw and Mason’s modification of 
the test does not materially improve the results in the older 
age-groups. 

No dietary restrictions were imposed on our patients. 
Though an indefinite (but certainly small) number in 
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Fig. 4—Age-distribution of positive occult-blood reactions. 
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both the anemic and the non-anemic groups may have 
given a false positive reaction for occult blood in the 
stools due to ingested liver, it is equally true for both 
groups (none had eaten black pudding, which is not a 
popular article of diet in and around Oxford). .Since the 
ingestion of liver in neither group of patients was in any 
way selective, and since there was no greater incidence of 
constipation in either group, the conclusion that the 
incidence of occult intestinal hemorrhage was greater in 
the anemic than the non-anemic group to a highly 
significant degree is therefore valid, provided that the 
validity of Gregersen’s test is accepted. For the reasons 
given above, and for those that follow, we consider this 
to be the case, and we have therefore used the terms 


TABLE III-—INCIDENCE OF OCCULT INTESTINAL BLEEDING IN ANAMIC 
AND IN NON-ANAMIC PATIENTS 


No. of 








- No. of patients me 
investigated with occult bleeding 
Anezmic ° ba 64 50 (78%) 
Non-anemic 92 35 (38%) 
Total 156 85 (55%) 


“positive reaction for occult blood” and “ occult 
intestinal bleeding ” synonymously. 

Though we strongly affirm the validity of Gregersen’s 
test (upon which our thesis largely rests) we are fully 
aware that many workers doubt its reliability, and it is 
therefore necessary to adduce further supporting evidence. 

At first sight the substantial number (38%) of patients in 
our non-anzemic group who gave positive reactions for occult 
blood in the stools appears to provide a contrary case. We 
have admitted that an indefinite but certainly small number of 
these patients may have given a false positive occult-blood 
reaction due to ingested liver. Long surveillance of these 
patients has, however, provided irrefutable supporting evidence 
because, although some died without or before becoming 
anemic, most of them developed anemia within two years, and 
only 4% remain in whom we have not yet been able to demon- 
strate an anemic phase. It must be emphasised also that our 
thesis is not that all who bleed from the gastrointestinal tract 
necessarily are or become anemic—nor is this to be expected— 
but the contrary—i.e., that the vast majority of anzmic 
patients admitted to this hospital show evidence of blood-loss 
from the gastrointestinal tract (that the blood-loss is an impor- 
tant factor in the pathogenesis of their anemia is a logical 
corollary). 

Although blood and faces were examined simultaneously, 
anemia and positive occult-blood tests did not necessarily 
coincide. Indeed the positive occult-blood reactions often 


preceded the development of anemia by some weeks, and in 
many cases there was no apparent time-relationship between 
them—and this too is not surprising. Of paramount significance 
are the facts that almost all anemic patients who lived long 
enough showed positive reactions sooner or later for occult 


blood in the stools, and that all patients with persistently 
positive Gregersen tests sooner or later, if they lived long 
enough, developed anzmia. 

All these reasons lead us to believe that Gregersen’s 
test, when properly performed, is reliable, and that 
allegations to the contrary arise largely from neglecting 
the importance of fresh reagents, misinterpretation and 
lack of standardisation of results, and improper collection, 
storage, and preparation of faecal specimens for the test. 
Therefore we did not check our results by other methods; 
moreover all the established older tests are of very much 
more questionable validity, and those more recently 
introduced—e.g., the o-tolidine and radioactive-isotope 
methods—have not yet been validated as regards diet; 
they are still being standardised against the Gregersen 
test and so would not have affected our results (Kohn and 
O’Kelly 1955, 1958, Ogilvie 1957). Nevertheless Greger- 
sen’s test will certainly be superseded—not because it is 
unreliable but because many unjustifiably believe it to 
be so, because it is undoubtedly cumbersome and tedious 
to perform, and because the carcinogenic potentiality of 
benzidine has given rise to so much alarm that benzidine 
has become virtually unobtainable and almost no 
pharmacist can be found who will handle it. 

The most promising of the newer methods is a slide 
technique using o-tolidine; but current experiments 
(P. D. Bedford and M. M. Weeks, in preparation) are 
showing that a tablet test using o-tolidine and fecal 
suspensions is both convenient and simple in operation 
and promises to yield results as reliable as those obtained 
by Gregersen’s method. 


Discussion 


In the present series 41°% of patients aged 65 or more 
admitted to hospital were anemic at a hemoglobin level 
of less than 80%, and 13% had a level of less than 70%. 
Monroe’s (1951) figures relate to 7926 unselected hospital 
patients aged more than 60 with “ secondary anaemia ” 
due to blood-loss and inadequate production (marrow 
hypoplasia) and are thus not strictly comparable; but the 
incidence of anemia at a hemoglobin level of less than 
70% in Monroe’s series is in substantial agreement with 
our own at the same hemoglobin level—namely, 16% 
and 13% respectively. 

Hobson and Blackburn (1953), in their Sheffield survey, 
found the incidence of anzmia at a hemoglobin level of less 
than 80%, in old people living in their own homes to be much 
lower (5:1% of men and 6°5°% of women; 6% of the total) 
compared with 41%, in the present series. The high incidence 
of iron deficiency (84°) in their anemic cases is, however, in 
line with our finding of 94%. Hobson and Blackburn state, 
referring in particular to Monroe’s (1951) figures, “. . . the 
idea that old people are anemic may have arisen from hospital 
experience ...” The present series and the Sheffield survey 
are comparable as regards age and sex; and, though the 
conclusions of Hobson and Blackburn are undoubtedly sub- 
stantially true, we feel that the discrepancy is not entirely 
explicable in terms of “ hospital selection” of cases or of 
geographical differences, although either or both of these 
factors may be, and probably are, significant. We feel that, if 
the hemoglobin had been estimated more often in every 
patient in the Sheffield series, a much higher incidence of 
anzmia might have been revealed, because it is our experience 
that, over -weeks or months, anemia may be manifest only 
intermittently and can be discovered only by frequent serial 
estimations of hemoglobin. 

The important studies on iron metabolism summarised by 
Moore (1955) show unequivocally that blood-loss is the 
principal factor in the pathogenesis of iron-deficiency anemia. 
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It has been shown with little room for doubt that dietary 
(nutritional) and intestinal-absorption defects do not by them- 
selves—i.e., without blood-loss—play a major part in the 
production of iron-deficiency anzmia, and that, even when 
iron is completely absent from the diet, it would require many 
years for anemia to develop, provided there was no 
concomitant blood-loss. It has been shown too that achlor- 
hydria, which increases in frequency with age (Bloomfield and 
Polland 1933), is not a significant factor (Moore 1955). Blood- 
loss, however, which is often intermittent and difficult to 
detect, is of primary importance ; and, when there is such blood- 
loss, nutritional factors play a contributory part in the patho- 
genesis of iron-deficiency anemia. In these circumstances the 
role of ascorbic acid, which promotes the absorption of iron 
from the intestine in healthy people and even more in those 
who are iron-deficient (Moore 1955, Lancet 1955), is particu- 
larly significant. The ascorbic-acid content of the diet of many 
elderly people is often deficient (Pyke et al. 1947), especially 
in those who live alone, and this deficiency, together with a low 
dietary intake of iron, is without doubt of considerable con- 
tributory, but subsidiary, importance to the factor of blood-loss 
in the anemia of old age. 

Another and common contributory factor which we 
feel has been insufficiently taken into account is the poor 
dietary intake of protein of many elderly people (Ohlsen 
et al. 1948, 1950, 1952), which, together with the pro- 
tein lost in the hemoglobin by repeated haemorrhage 
(Robscheit-Robbins and Whipple 1949, Whipple and 
Robscheit-Robbins 1951), may lead to iron-deficiency 
anemia in elderly people through protein depletion. 
Support would be lent to this theory both by our own 
frequent demonstration of hypoproteinemia in elderly 
people admitted to hospital (P. D. Bedford, unpublished 


observations) and (admittedly by analogy) by Woodruff’s | 


(1955) observation in African natives, of anemia which 
was associated with hypoproteinemia and was corrected 
by increasing the dietary intake of protein alone. 

Neither hypoplasia of erythropoietic tissues nor 
primary deficiencies in intestinal absorption of iron 
(including the steatorrhceas, which are rare in elderly 
people) are considered here, because they are not germane 
to this discussion. 

Conclusions 


Our conclusions about iron-deficiency anemia in 
elderly people are in complete accord with those of Moore 
(1955), who states: 

** , . although theoretically poor diets or absorptive defects 
may cause iron-deficiency over many years on a nutritional 
basis . . . it is far more likely that the cause is undetected loss 
(of blood). . . . This loss may be slight or intermittent and 
may have to be diligently searched for. . . . It may take weeks or 
months until one can eventually demonstrate .. . (that)... 
occult hemorrhage (is taking place)...” 

The causes of occult intestinal blood-loss are, of course, 
many and various (ranging from peptic ulcer to uremia), 
but it is not our purpose here to discuss the role of each 
in the pathogenesis of anemia in elderly people or to 
assess the contributory role of such factors as hypoplasia 
of the bone-marrow. 

It is firmly our view that anemia is common in elderly 
people, and that the concept of a physiological anzmia 
of old age is entirely erroneous. It follows axiomatically 
that, in all such cases, full and detailed inquiry should 
be made into the cause of the anemia and particularly 
into the source of any blood-loss.§ 


§ Our | self-imposed axiom | was of course applied, but we have deliberately 
omitted all etiological data and discussion to avoid the possibility of 
deflecting attention from our single thesis. However, it can be briefly 


stated here that 64% of the anemic patients had organic lesions and in 
the remaining 36% no cause was found. 


Summary 


Of 175 patients consecutively admitted to the geriatric 
unit, Cowley Road Hospital, Oxford, 156 aged 65 or 
more with no overt hemorrhage were studied. 

Of these 156 otherwise unselected patients 64 (41%) 
were anzmic, with hemoglobin levels of less than 80% 
(11-7 g. per 100 ml.), the anemia in the large majority 
of cases being of the iron-deficiency type. 

Evidence of occult intestinal hemorrhage was more 
than twice as common in the anemic patients than in the 
non-anzmic; this difference is statistically highly signi- 
ficant and indicates a direct causal relationship between 
anzmia and occult intestinal hemorrhage in the patients 
studied. 

It is concluded that anemia is common in the elderly, 
and that, whatever other factors may be concerned, occult 
intestinal bleeding plays an important part in the patho- 
genesis of anzmia in old people. 
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COMMENDING the detailed recording of the evolution of 
chronic disease, Sir William Gull said: “‘ In disease, one 
stream of morbid action naturally falls into another; and, 
whilst morbid anatomy gives us the final synthesis of 
results, there is but one possible means of analysis, and 
that by noting beginnings, order and progress.” 

In the study of the natural history of chronic disease, 
the retrospective history of the already disabled patient 
is subject to the vagaries of human memory. The sickness- 
absence records of a stable occupational group, on the 
other hand, have the merit of accuracy in timing the onset, 
duration, and sequence of disability from both major and 
minor illness arising during the working lifes and, to 
some extent, this compensates for the poverty of clinical 
detail. This paper describes how such records may supple- 
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ment ordinary clinical studies by relating the frequency, 
timing, and character of respiratory and other illnesses 
among men doing the same job but in different environ- 
ments to the development of chronic bronchitis. 


Material and Method 

The Treasury Medical Service advises the Post Office and 
other Government Departments on the health of their em- 
ployees, and gives reasonably uniform advice on the clinical 
aspects of retirement on grounds of ill health throughout the 
United Kingdom. At the time of such invaliding, the man’s 
record of sickness absence during his Civil Service career is 
carefully reviewed. In this study we have used the records of 
565 postmen retired prematurely because of chronic bronchitis, 
and of 45 postmen who died in the service from that cause, 
during the period 1950-54 inclusive. The subsequent fate of 
517 of the invalided men who were entitled to pensions was 
investigated early in 1957 by the Post Office department con- 
cerned. The 517 pensioners were followed up in this way for 
periods of up to seven years varying with the date of retire- 
ment; and of these men only 17 (3°) could not be traced. The 
certified cause of death was obtained either from official records 
or at the General Register Office for 90%, of the 124 who died 
during the follow-up period. 

The interpretation of the sickness pattern in men ultimately 
disabled or dead from bronchitis requires comparison with 
men not thus affected. ‘“‘ Controls ”’ were therefore randomly 
selected from among postmen who were still actively employed 
in the same office at the time of the “ bronchitic’s ” death or 
retirement and who matched him as closely as practicable in 
age and length of service. The Post Office furnished complete 
sickness-absence records both for the “‘ bronchitics ”’ and for 
these corresponding “ control ” individuals. 

Analysis of the data entailed a comparison of the sickness 
history at different ages of “ bronchitics ” and “ controls ” and 
a study of the coincidence of this disease with others, whether 
respiratory or not, in the same individual. A recent survey 
(Fairbairn and Reid 1958) has shown that, of the more readily 
measurable aspects of the local environment, fog frequency is 
specifically related to the incidence of disablement and death 
from severe bronchitis. For that reason we have compared the 
nature, progress, and prognosis of bronchitis among postmen 
working in areas where contrasts in fogginess imply different 
exposure to polluted air. 


“ 


Results 

In table 1 are compared the incidence and duration of 
attacks of bronchitis at different ages in bronchitic post- 
men and their fit colleagues. At all ages the men who 
were ultimately disabled or who died in the service had 
more and longer absences from bronchitis; and the excess 
increases absolutely and relatively after the age of 45. The 
average age at the first recorded attack of bronchitis is 44; 
and complete disablement or death in service ensued at 
the mean ages of 54 and 56 respectively. 

As table I implies, the study of the natural history of a 
chronic disease such as bronchitis requires long-term 
records. The analysis has therefore been concentrated on 
448 postmen for whom adequate controls were available, 
and for whom sickness records could be found covering 
service before the age of 45 and whose survival status 


TABLE I--INCIDENCE AND DURATION OF ATTACKS OF BRONCHITIS 
AMONG “ BRONCHITICS’’ AND “ CONTROLS ” 
Attacks of bronchitis Average duration of 
ey | a) 
Bronchitics Controls Bronchitics Controls 
15 122 13 12:8 28 
25 145 54 12-7 73 
35 254 64 17-1 11-2 
45 736 101 23-0 149 
55-59 1275 129 40-6 18-7 
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at the end of follow-up was known. 146 such postmen 
(33%) died either in service or in the follow-up period. 


INDIVIDUAL PREDISPOSITION TO RESPIRATORY 
DISEASE 

The excess in bronchitis morbidity in earlier life raises 
the question of individual susceptibility. This can be 
further studied by setting out, as in fig. 1, the distribution 
of the number of attacks per person among those bronchitic 
postmen whose records were available for the whole of 
their service between the ages of 35 and 44 inclusive. 
This observed distribution can be compared with expecta- 
tion based on the Poisson law of chance behaviour, which 


TABLE II—INCIDENCE OF RESPIRATORY AND OTHER DISORDERS IN 
** BRONCHITICS ” WITH DIFFERING BRONCHITIC HISTORIES UNDER 
THE AGE OF 45 (ATTACKS PER 1000 MAN-YEARS UNDER 45) 


No. of attacks of bronchitis under age 45 








Disorder 
More than average Less than average 
Upper respiratory illness 624 457 
Asthma , as aff 56 6 
Pneumonia .. ‘a i 7 4 
Pleurisy 5 = ; 10 7 
All other illness a 1134 822 


assumes similar exposure and equal susceptibility for 
every individual. There is a clear suggestion that not all 
the bronchitics were equally susceptible, and that, in fact, 
the overall excess in frequency over the “ control ” level 
seen in fig. 1 may come partly from the adverse experience 
of a “ bronchitis-prone”’ minority. As table 11 shows, 
this minority of men with a more than average number of 
attacks of bronchitis early in middle life have nine times 
as many recorded attacks of asthma—an excess which 
emphasises the allergic component of their sickness 
history. But they also have more absences from other 
respiratory infections and from other causes of absence. 
There is thus some general tendency to incur absence from 
work, but the seriousness of their disability is obvious in 
the fact that 20% of these men are known to have died 
either in the service or within seven years of retirement. 
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ASSOCIATED RESPIRATORY AND CIRCULATORY 
DISEASE 

The disparity in sickness experience between “ bron- 
chitics ” and “‘ controls’, in table 1, is greatest after the 
age of 45. Table 111 shows the contrast in attack-rates 
after that age between postmen who had been retired be- 
cause of bronchitis and were alive at last follow-up, those 
who had died, and the matched controls for each group. 
Attacks of bronchitis and of asthma are 8-10 times more 
frequent in both groups of bronchitics than in presumably 
healthy men of the same age working in the same con- 
ditions. There is also a significant excess over the control 
level in both groups in the frequency of upper-respiratory 


“ 


TABLE III—FREQUENCY OF BRONCHITIS AND RELATED DISEASE AMONG 
** BRONCHITICS ”? AND “‘ CONTROLS”’ (ATTACKS PER 1000 MAN-YEARS 
OF EXPOSURE OVER 45) 


Bronchitic, Bronchitic 
Diagnosis ourvivess Controls __ deaths Controls 
Bronchitis as 914 us 815 82 
Upper respiratory “ 539 321 471 359 
Asthma .. 56 6 56 5 
All heart disorder, includ- 
ing hy; postenstes we 28 5 54 2 
Pneumonia : . 10 2 14 2 
Pleurisy .. ; Si 17 6 17 3 
— - —_ Eee 
infections. Circulatory disorders, usually described as 


“ myocarditis” or “‘ hypertension” by the certifying 
physicians, are likewise much more frequent in both 
bronchitis groups. The particularly high incidence among 
those who died prematurely indicates the prognostic 
importance of such diagnostic labels. Pneumonia and 
pleurisy are much commoner, as table 111 shows, among 
the bronchitics than among the controls; but the differ- 
ence between “ dead” and “ survivors ” at follow-up is 
small. Indeed, sickness histories of the dead appear to be 
distinguished more by the frequency of cardiovascular 
disorders than of other diseases of the chest. 


TABLE IV—PNEUMONIA AND/OR PLEURISY PRECEDING THE FIRST 
ATTACK OF BRONCHITIS IN “‘ BRONCHITICS”” ACCORDING TO STATUS 
AT FOLLOW-UP 











Status at follow-up Case- 
Population atality 
Survival, Death Total | rate (%) 
No. w@ oe ' bronchitics ” a ss 302 146 448 — 
No. of cases where: 
Pneumonia preceded bronchitis 8 4 12 33 
Pleurisy preceded bronchitis 15 a 24 38 
Pneumonia or pleurisy —_—— 
bronchitis bee 20 12 32 38 


Rather surprisingly, pneumonia and pleurisy appear in 
table Iv to precede repeated attacks of bronchitis fairly 
seldom—in only 32 out of 448 cases (7-1%) was either 
condition the first major respiratory illness recorded. The 
ultimate fatality-rate in these 32 cases is at 38% little 
different from 32°, in the remaining cases. 

The experience after the age of 45 of the two groups of 
bronchitics in respect of other disease categcries is set out 
in table v. Clearly, although those whose death is recorded 
in the service or at follow-up differ little from their controls, 
the invalids who survive have consistently more absences 
than the corresponding controls. This disparity in absence 
from other diseases, which is much less than that noted 
for bronchitis, no doubt reflects the psychological factors 
affecting a minority of the less seriously ill men. 


OTHER ASSOCIATED DISEASES 
Table vi shows the experience of peptic ulceration in 
and ‘‘ controls” compared with expecta- 


” 


“* bronchitics 


TABLE V—FREQUENCY OF NON-RESPIRATORY ILLNESSES AMONG 
** BRONCHITICS ” AND “‘ CONTROLS ”’ 








: : “ Bronchitic | « » | “ Bronchitic | « ” 
Diagnosis ourvivers Controls deaths ” Controls 
Rheumatic | 216 122 123 122 
Gastrointestinal 102 75 77 56 
. 63 37 37 54 
All other = 915 556 731 639 


tions based on the age-specific incidence-rates derived 
from a field survey of peptic ulceration in other 
occupational groups in Britain (Medical Research Council 
1951). For the “ controls’, the observed number of 
cases is just within the chance limits of the expected 
value; among the “ bronchitics”” twice as many men had 
peptic ulcer as expected—a significant excess. 

The incidence of other serious diseases can be further 
studied in the distribution of the cause of death given by 
the attending practitioner for the 113 deaths among the 
500 pensioners successfully followed up after discharge. 
To the total man-years of exposure throughout the period 
of follow-up for the 500 men were applied the death-rates 
in England and Wales by cause for males aged 50-59 in 
1952, the middle year of the period. The results of com- 
paring observation with expectation on this basis are 
given in table vir. Deaths from bronchitis and other 
respiratory causes are, of course, grossly excessive; but 


TABLE VI-—NUMBERS OF MEN WITH RECORDED HISTORY OF PEPTIC 
ULCERATION IN “ BRONCHITICS”’ AND “ CONTROLS’”’ (COMPARED 
WITH THAT EXPECTED AT AGE-SPECIFIC INCIDENCE-RATES DERIVED 
FROM A MEDICAL RESEARCH COUNCIL _ SURVEY) 








— * Bronchitics ”| ‘“ Controls” 
Recorded .. if “9d re wee 60 | 46 
Expected .. ¥ ‘a - “s 30 36 


the number of deaths from non-pulmonary cancer (6) 
agrees quite closely with the number expected at national 
death-rates (4). Even with 10% of all deaths unallocated, 
lung-cancer deaths observed (12), on the other hand, are 
significantly more than might have been expected at these 
standard rates (3). Similarly, deaths certified as due to 
coronary disease are significantly more than the expected 
numbers. 


ATMOSPHERIC CONDITIONS AND ONSET OF 
BRONCHITIC ATTACKS 

The short-term variation in the health of chronic 

bronchitics implies a sensitivity to atmospheric changes. 

There is some disagreement, however, about the relative 

effects of cold and humidity, particularly during fog, and 

of the chemical pollutants which inevitably pervade the 
urban fog. 


TABLE VII—CERTIFIED CAUSE OF DEATH AT FOLLOW-UP IN POSTMEN 
INVALIDED FROM BRONCHITIS, COMPARED WITH THAT EXPECTED 
AT GENERAL MALE DEATH-RATES FOR 1953 AT AGES: 50-59 


No. of deaths 
Observed | Expected 





Cause of death 








Bronchitis ‘ be Bs Sa Se 51 2 
Other respiratory = F 3 ; a 11 1 
Cardiovascular: 
Coronary ue os : 74 : 13 5 
ther .. ae =a 33 sé 10 3 
Cancer: 
Lung and pageaneey ee ; aa 12 3 
Other sites .. F we ‘ 5% 6 4 
Pulmonary tuberculosis , a ee 1 1 
Central nervous — 6 2 
Digestive : 


Or 
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In the 1939-45 war, records of fog frequency in the 
London area were regularly maintained. Among the 
bronchitic postmen included in the survey, 103 worked in 
that area during the period 1941-46. It was thus possible 
to compare monthly trends in the incidence of absence 
from work due to bronchitis with contemporary levels in 
temperature, humidity, and presumptive air pollution 
during fogs which decreased visibility to below the 
arbitrary standard range of 1100 yards. The relation of 
the environmental factors to the frequency of onset of 
bronchitis attacks can be most readily summarised by 
averaging the values in each month of the year over the 
six-year period. Fig. 2 shows the results of this condensa- 
tion of the data on a logarithmic grid which clarifies 
the relative changes in the variables from month to 
month. 

Temperature (here displayed in inverse form as 1/°F), 
fog, and bronchitis frequency are clearly all related; but, 
although the incidence of bronchitis rises with the 
autumnal fall in temperature, the subsequent month-to- 
month changes in incidence are more closely related to 
changing fog frequency and thus, in a built-up area such 
as London, to the associated air pollution. 

PROLONGED EXPOSURE TO AIR POLLUTION AND 

EVOLUTION OF CHRONIC BRONCHITIS 

The immediate effects of exposure to peak concentra- 
tions of air pollutants may thus be obvious, but the long- 
term results are still obscure. The natural history of 
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Fig. 2—Local environment and onset of bronchitis in “ bronchitic” 
London postmen (average of mean monthly values 1941-46 shown 
on logarithmic scale). 


Bronchitis=attacks per 100 man-months. 

Coldness = reciprocal of mean monthly temperature (°F). 

Fog frequency =average number of days per month with visibility 
less than 1100 yards. 

No foggy days occurred in July in 1941-46. 





TABLE VIII—AGE-TRENDS IN SICKNESS ABSENCE FROM BRONCHITIS IN 
“* BRONCHITIC ”’ POSTMEN IN FOUR GROUPS OF AREAS WITH INCREASING 
PRESUMPTIVE AIR POLLUTION (ATTACK-RATE PER 1000 MAN-YEARS) 


Pollution group 











Age (yr.) ee — [am eae: 
I ul Ill Iv 
25- 184 120 143 119 
35- 243 200 298 251 
45- 568 579 748 967 
55-59 1069 1126 1259 1563 


bronchitis can be usefully compared in four groupings 
of areas in the United Kingdom, with nearly equal post- 
men populations, arranged in order of the frequency 
there of fairly dense and presumably polluted fog. 
Table vir shows the trends in attack-rates among bron- 
chitic postmen in these four areas at different ages. At 
the youngest ages there is little difference between the 
areas; but over the age of 45 the disparity between 
lightly polluted and heavily polluted areas becomes 
obvious. 

The end-result of local conditions may be more 
apparent in the mortality of ‘‘ bronchitic ” postmen either 
while still in the service or after invaliding. Table 1x shows 
the proportion of all “‘ bronchitic ”’ postmen who die from 
the disease or its complications while still in the service. 
This goes up from 3% in the least foggy to 11% in the 
most foggy areas of the country. 


TABLE IX-——-DEATHS IN THE SERVICE, AND TOTAL DEATHS AND RETIRE- 
MENTS FROM BRONCHITIS IN POSTMEN, IN FOUR GROUPS OF AREAS WITH 
INCREASING PRESUMPTIVE AIR POLLUTION 


All deaths and 








: Deaths in 
Pollution group service retirements Rate (%) 
I 4 126 3 
bi 8 138 6 
m 16 195 8 
IV 17 151 11 


Among those who are retired on pension, the propor- 
tions surviving at each year thereafter in the less heavily 
and more heavily polluted areas can be seen in the life- 
table statement of survivorship given in table x. At the 
end of the seventh year of follow-up, 36% of the original 
group in the less affected regions are likely to have died; 
but 44°% will have died in the more foggy areas. The 
seriousness of the disease and the aggravating effect of 
atmospheric conditions are thus obvious. The nature of 
this aggravation is apparent in table x1, which shows the 
greater incidence of pneumonia, pleurisy, and heart 
disorder in the more fog-ridden parts of the country in the 
critical age-group of 45-54. The high wastage from 
bronchitis in this age-group in both areas leaves male 
residual populations of bronchitics who differ little in the 
frequency of complications. 

TABLE X—PROGNOSIS IN POSTMEN INVALIDED OWING TO CHRONIC 


BRONCHITIS: EXPECTED NUMBERS OF SURVIVORS UP TO SEVEN YEARS 
FROM THE TIME OF INVALIDING IN THE MORE POLLUTED AND LESS 


POLLUTED AREAS OF THE UNITED KINGDOM 





Pollution groups 








Years after invaliding =————— 
I and 11 m1 and Iv 
0 1000 1000 
1 946 911 
2 871 868 
3 823 797 
4 779 763 
5 742 687 
6 723 613 
7th yr. 641 555 
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Discussion 

In the study of the natural history of a chronic disease 
we are looking for evidence of personal and environmental 
factors which favour its onset or evolution and for ill- 
nesses which aggravate its course or point to a common 
origin. 

The effect of epidemics of upper-respiratory infection 
on bronchitis mortality has already been suggested by the 
similar fluctuations in total sickness absence, which are 
largely due to its respiratory component, and the annual 
death-rates from bronchitis (Reid 1956). At all ages 
postmen who are ultimately disabled or die because of 
bronchitis do have far more frequent absences from upper- 
respiratory infections, asthma, pleurisy, and pneumonia 


TABLE XI—INCIDENCE OF CARDIOVASCULAR AND PULMONARY COM- 
PLICATIONS IN BRONCHITIC INVALIDS IN AREAS OF DIFFERING 
POLLUTION (ATTACK-RATES PER 1000 MAN-YEARS) 





Age (yr.) Group 1 and m | Group mI and Iv 

All heart and hypertension: | 

a .. “A ; ae 4 0 

= 4... . ; - 4 3 

45 na a - ‘a 14 29 

55-59 ee as in 89 80 
Pleurisy and pneumonia: . 

25- .. “¢ : 16 18 

35- 12 14 

45 21 27 

55-59 48 45 
Total 

25- 20 18 

35- 16 17 

45- 36 56 

55-59 137 125 


than their fitter colleagues working in the same con- 


ditions. On the other hand, pneumonia and pleurisy are 
relatively seldom the precursors of a series of repeated 
attacks of bronchitis; and cases beginning in this way 
have much the same prognosis as the others. The finding 
that sickness histories of those who died within the period 
of review were distinguished more by excessive frequency 
of circulatory disorder than by a high incidence of 
pleurisy and pneumonia is more consistent with 
Fulton’s (1953) emphasis on the frequency of such 
complications than with views such as those of Parkinson 
and Hoyle (1937) that congestive heart-failure was 
seldom the result of chronic lung disease. 


These disagreements between physicians practising in 
different parts of the country may be explained by the 
evidence from this study of the effect of regional differ- 
ences in air pollution on respiratory morbidity. The 
importance of environment to disease evolution is clearly 
implied by the contrasting sickness and mortality experi- 
ence of bronchitic postmen in parts of the country with 
different levels of presumptive air pollution. Not only 
are postmen more frequently disabled by, or die from, 
bronchitis in the more heavily polluted areas (Fairbairn 
and Reid 1958), but there is some indication that the 
character of the illness differs. It seems that after the age 
of 45 the severity of these respiratory illnesses is increased 
by the atmospheric conditions, while grave chest infec- 
tions and circulatory embarrassment cause large increases 
in both the immediate and long-term fatality-rates. The 
acute effects of foggy conditions emerge from the 
coincidence of onset of bronchitic attacks with thick fog 
rather than of cold and humidity—a finding from sickness 
records which corresponds to the more detailed clinical 
records of the association produced by Waller and 
Lawther (1957). 


Although the role of atmospheric pollution in preci- 
pitating and aggravating bronchitis may thus be evident, 
the personal factors involved are still obscure. An undue 
susceptibility to absence before the age of 45 because of 
respiratory disease seems to be characteristic of a minority 
of the bronchitic postmen surveyed; but the total excess 
in bronchitic incidence over the control level was only 
partly explained by the adverse experience of this group. 
These men have also more absences from other causes than 
the corresponding “ controls’, but the excess is only a 
quarter as great as for bronchitis and asthma; and 20% 
of these men died either in the service or within the 
period of follow-up. Thus although psychological 
factors can obscure its pattern, the sickness record 
in earlier adult life may have some value in identi- 
fying men more likely to develop disabling respiratory 
disease. 


Berkson (1946) has pointed out the fallacy inherent in 
the use of hospital admission records to identify significant 
associations of two or more diseases reported in the same 
individual. Quite apart from any medical considerations 
about the severity of complicated disease, an individual 
with two serious conditions is statistically more likely 
to be admitted to hospital than a patient with only one. 
To some extent the same argument applies to premature 
retirement on health grounds, but comparison of the 
frequency of diseases other than bronchitis among the 
*‘ controls ” drawn at random from the same population 
should minimise the risk of overestimating the significance 
of any associations found. In the circumstances, the 
finding of an excessive incidence compared with the 
standard rate of peptic ulcer and of death from cancer 
of the lung and coronary disease does suggest that 
smoking may be a factor common to the development of 
conditions which have all been shown to be associated 
with cigarette consumption (Doll and Hill 1956, 
Hammond and Horn 1957). Browne and Vineberg 
(1932) pointed out that hyperchlorhydria may result 
from the high arterial carbon-dioxide level in emphysema; 
but the abnormal coincidence of peptic ulcer and chronic 
bronchitis is as likely to be due to the aggravation of both 
diseases by smoking. Because of the real possibility of 
diagnostic confusion between the later stages of disease 
of the respiratory and circulatory systems, however, this 
evidence can be regarded as indicative rather than 
absolute. Again, since no smoking histories of either 
* bronchitics ” or controls could be obtained, the role of 
smoking as a contributory cause of regional and other 
differences in the natural history of bronchitis cannot be 
assessed. 


Summary and Conclusions 


In this study of the evolution of chronic bronchitis 
disease in a homogeneous occupational group widely 
dispersed over the country, the sickness-absence records 
for the whole of their service of postmen who were 
permanently disabled by chronic bronchitis, or who died 
from this cause, while still in the service are compared 
with those of other postmen of the same age still actively 
employed in the same area and with comparable length 
of service. The incidence of all forms of respiratory 
disease at all ages from 20 to 59 is contrasted in the 
two groups. 

The pattern of disease, including the incidence of 
serious pneumonia, pleurisy, and circulatory disturbances, 
was also compared in groups of bronchitic postmen who 
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had worked in four divisions of the country graded 
according to presumptive air pollution based on fog 
frequency. The time-relations of onset of attack of 
bronchitis and contemporary fog and climate were studied 
in the histories of bronchitic postmen working in the 
London area. 


Those men who were given pensions on retirement on 
health grounds were followed until death or up to seven 
years after the date of invaliding. Their mortality experi- 
ence by cause was then compared with expectations based 
on national age-sex specific death rates. Comparisons 
were also made between survival rates in the more and 
less heavily polluted parts of the country. 


From the analysis of these data, several significant 
findings emerged: 


(1) Postmen who were ultimately disabled or who died 
prematurely from chronic bronchitis had more and longer 
absences than their controls even in early adult life. This 
excess was partly due to the presence among them of a minority 
prone to absence because of asthma and from all causes, 
including respiratory disease. 


(2) After the age of 45 the “ bronchitics”’ became rapidly 
worse with 8-10 times as many attacks of pneumonia, pleurisy, 
and asthma as their “controls.” Circulatory disorders were 
particularly excessive among bronchitics who died either while 
still in the service or within seven years after invaliding. 


(3) Bronchitic invalids had more disability from peptic ulcer 
and more deaths from coronary disease and lung cancer than 
the population at large. 


(4) Bronchitic postmen who had worked in the more fe.- 
ridden parts of the United Kingdom had, after the age of ‘5, 
far more frequent absences from bronchitis, pleurisy, and 
pneumonia and circulatory disorders than bronchitic postmen 
from less polluted areas. The onset of bronchitic attacks was 
more closely related to fog frequency than to cold or humidity, 
and there were clear gradients between the less and more 
polluted areas in the short-term and long-term prognosis of the 
disease. 


These findings lead to the conclusion that there are’ 
important differences, probably due to variations in local 
air-pollution levels, in the character as well as in the 
frequency of bronchitic disease in different parts of the 
country. Although the coincidence in bronchitics of 
diseases such as peptic ulcer, coronary disease, and 
cancer of the lung is consistent with a common origin 
in smoking, no data on smoking habits were available 
to confirm or deny its role in the natural history of chronic 
bronchitis. 


We are most grateful to Dr. W. E. Chiesman, and Dr. M. C. W. 
Long and their colleagues of the Treasury Medical Service for their 
help, and to the Post Office authorities for providing copies of the 
sickness-absence records, for tracing the invalided postmen, and for 
permission to use the data. Both the Post Office authorities and the 
Registrar General gave much help in ascertaining the cause of death 
in the follow-up study. Miss Linda Colwell did the computing and 
Mrs. Sheila King drew the diagrams. 
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DIETARY TREATMENT OF MYOPIA IN 
CHILDREN 
P. A. GARDINER 
M.B. Lond., D.O.M.S. 
RESEARCH FELLOW IN OPHTHALMOLOGY, GuY’s HOSPITAL, 
LONDON, S.E.1 

Myopic children in general grow more irregularly and 
mature earlier than their fellows (Gardiner 1954). The 
rate of visual deterioration coincides, in both time and 
degree, with spurts of physical growth (Gardiner 1954, 
1955). 

Increase in myopia is greater and commoner in children 
who refuse animal protein in their diet than in those whose 
tastes are more catholic (Gardiner 1956a). A nutritional 
problem has been exposed, in that myopic children whose 
eyes are deteriorating eat less food for every pound they 
increase in weight than do normally sighted children and 
those myopes whose eyes are not deteriorating. The food 
element most noticeably implicated is animal protein 
(Gardiner 1956b). 

The present investigation, of which this is a preliminary 
report, was based on the possibility that rectification of 
the apparent imbalance of growth and nutrition might 
diminish the deterioration in eyesight which is seen in 
most myopic children. 


Material 

The eyesight of two groups of schoolchildren was 
examined and compared. Children known to have con- 
genital myopia were excluded. 

The control group consisted of the myopic children 
seen during a period of about six months, at an ordinary 
school clinic. 

Most of the treated group were children whose parents 
elected not to have them seen at the school clinic but 
preferred or were advised to make their own arrangements. 
(These children were originally seen either at hospital or 
under the scheme provided by the supplementary oph- 
thalmic service.) A proportion, however, came from 
school clinics other than the ones contributing the control 
group. No other selection was made and there were no 
refusals to attend. The two groups appeared comparable 
in health, in social class, and in the nature of their myopia, 
though precise data on these points cannot be adduced. 
Known congenital myopes were excluded from both groups. 
The average height and weight in each group is shown 
in table 1: there is no consistent bias. 

The alternative method—of treating a random selection of 
schoolchildren—was discarded owing to the difficulty of 
preventing the spread of information between those being 
treated and those not, either in the waiting-room, or, as would 
often have been the case, between children in the same family, 
one of whom was being treated and the other not. Dummy 
treatment in this investigation would have been impossible. 

Refraction was done in all the children in both groups 
at the outset, six months later, and_a year later. 


Method of Treatment 

Each child’s diet, as taken at home and at school before 
treatment began, was assessed using standard tables of 
food composition (McCance and Widdowson 1946). The 
same dietitian examined all the children. A diet was then 
devised to enable the child to take 10% of his calorie 
intake as animal protein, the calories being based on the 
child’s natural appetite. No attempt was made to alter 
the calorie intake. Free use was made of ‘ Casilan’ 
(calcium caseinate) as a supplement for children with an 
obvious antipathy to animal protein. 














x 
seezaast sree aee m sasweeisa (hr nas meme) 


ET 


n 
3 
] 
j 
i 


ce 


as eles. 


no eg IO 








31 MAY 1958 


ORIGINAL ARTICLES 


1153 





TABLE I-—INITIAL HEIGHTS AND WEIGHTS OF CHILDREN, ACCORDING TO 
DEGREE OF INITIAL MYOPIA IN DIOPTRES (D) 


Degree of Height (in.) Weight (Ib.) 
myopia (D) $$ $$ 
Control Treated Control Treated 
0-25 to —09 55-5 55-3 78:3 769 
-10to —19.. 55°5 56°4 7671 785 
2-0 or more .. 555 55-9 78-4 79-8 


The control group of children was given no dietary 
advice whatever. 

Throughout the year’s treatment a close watch was kept 
on deviations from instructions. Each child was seen two 
or three times in the year and the diet adjusted to try to 
keep the balance at the optimum level. 

The change in refraction in the treated group during 
the year was compared with the change in the control 
group. Some of the controls were under observation for 

















two years. It was thought justifiable to use these two 
annual rates 
0-9 . 
of change in 
(27) the _ control 
g O8r | | group as sep- 
g \ 346 untreated .| arate observa- 
0-7 \ children 4 tions. 
x. 
& *‘ In the 
8 o6+ \ 4 treated 
< \ group, it was 
a ’ \ ( 104 ) thought un- 
S$ O5S- -4 4 
~ -- oe 
: . justifiable to 
= (60) ‘ ; 
include the 
= o4b . 4 ’ 
pe \ ( 51) second year’s: 
¥ (9) ---" changes in 
PY 0-3 those few 
\- whose _treat- 
& 
= 2 4 ment lasted 
< two years, 
2 ob (20) (21) | since the first 
91 treated children (13) year’s treat- 
p F s F 4 ment could in 
5-7 68-9 10-N 12-13 >13 theory have 
AGE (Yr) influenced 


the refractive 
changes in 
the second 
year. The first year’s observation of the controls could not 
have influenced the second year’s findings on refraction. 


Results 

In the control group no significant difference was found 
in the progress of myopia in the two sexes, and the figures 
are therefore presented with boys and girls added together. 
The figure shows a big difference between the treated and 
untreated groups, at all ages, in the rate at which the 
myopia deteriorated. In the younger children the 
deterioration was greater in the controls by 0-5 dioptre (D) 
per annum (mean figure). In the older children the 
process was all but arrested in the treated group. Table 1 


Effect of a high animal-protein intake on the 
progress of myopia. 


TABLE II--AVERAGE ANNUAL INCREASE IN MYOPIA 








Myopia at . a , : 
start (D) 0-25 to —0-9 lto —19 2-0 or more 
ai No. of Change No. of Change No. of Change 
children (D) children (D) children (D) 
Controls 139 0-39 98 —0-51 109 -0-60 
Treated 20 0-17 26 0-20 45 0-18 
C/T 2-30 2°55 3-33 


shows how the eyes of the treated group fared compared 
with the controls. The ratio c/T (control/treated) shows 
that the more severe the myopia at the start of treatment, 
the bigger the difference between the treated and un- 
treated groups. But this difference bore no consistent 
relation to age: 


Age (yr.) Ratio C/T 
5-7 o% oe wu ry ‘a wo s ‘ 2:53 
8-9 4% ae a oe < Sie - a 3-43 
10-11 és ale me 2°63 
12-13 2-62 

13+ 411 


In table 111 the figures have been broken down into 
subgroups according to age and degree of myopia at the 
beginning of treatment or observation. 

Tables 11 and 11 show that the treated children 
deteriorated more slowly than the untreated in every group 


TABLE III—AVERAGE INCREASE IN MYOPIA IN TREATED AND CONTROL 
PATIENTS ACCORDING TO AGE 


Initial 









































myopia (D) 0-25 to —0-9 —10to —19 —2-0 or more 
Age |———____—_- wer? te valent sdalinien =~ 

yr.) No. of Annual No. of Annual No. of Annual 

- | children — ichildren S88 | children Change 

5-7 | Control 10 —06 8 0-72 9 -212 
Treated S 0-32 1 — 0-60 3 ~0-23 

g-9 | Control 24 —0-44 18 ~0°54 18 0-53 
Treated 3 —0-0 6 — 0-05 11 —0-22 

10-11 | Control 46 —0-45 | 0-58 32 ~051 
Treated 5 -o2/!/ 0-19 12. -017 

12-13 | Control | 40 025| 36 -040| 28 0-40 
” | Treated 5 0-04 2 0-15 14 —0-16 
13 | Control 19 ~0-23 10 -0-33 22 —0-46 
Treated 2 ~0:25 b 0-02 5 ~0-10 


except at the age of 13 or more in those with, the least 
severe myopia. 

The biggest increase in an individual child was 2:3 D 
in a year in the untreated group and 1-6 D in the treated 
group. In general the treated group deteriorated at about 
a third the rate of the untreated (see figure). 

Table 11 also reveals that the distribution of myopia 
differed in the two groups; there were relatively more 
severe cases in the treattd than in the control group. 
Moreover, in the control group, the more severe the 
myopia at the beginning of the period of observation, the 
more it progressed. This is an interesting observation on 
its own account, and is not shown in the treated group. 


TABLE IV—-RELATION OF THE AMOUNT OF ANIMAL PROTEIN CONSUMED 
IN THE TREATED GROUP TO THE MEAN CHANGE IN MYOPIA (D) 


° : Initial degree " 5 =" 
of calories of myopia (D) 0-25-1-9 >19 


Average 
taken as animal of 














protein Age (yr.) <12| >12| <12| >12| ™eans 
eee yee ‘i ~0-24| —0-23 —0-11 | —0-33, —0:23 
8:1-8-9 —0-20 |—0-22 —0-26|—0-35| —0-26 
8-9 —0-15 | +020 | —0-28|—0-03| —0-06 


+ =improvement. 


The object of the treatment was to try to give 10% of 
the calories as animal protein. At the end of the period an 
assessment was made of the actual proportion taken in this 
form. It proved possible to divide the children into those 
who took up to 8:0% of their calories as animal protein, 
those who took 8-0-8-9°%, and those who took more than 
8-9%. 

The changes in refraction in these subgroups are shown 
in table Iv. 

In three of these four subgroups, those who took the 
most protein deteriorated least, and the average shows 
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TABLE V——RELATION OF THE AMOUNT OF ANIMAL PROTEIN CONSUMED 
IN THE TREATED GROUP TO THE MEAN DETERIORATION IN MYOPIA (D) 

















Age (yr.) 12 >12 
Initial 
; 0-25 to 2-0 or —0-25 to —2-0 or 
% ot myopia , 
calories D) 19 more 19 more 
taken as — : 22 STS I Pe 
animal = § %  6§ &  3§ & |3& & 
of 2 oF of of 
od ee flea E ca i 
4238 UO 148 UO 14g OU Ze S) 
9-0 Reve 7 0-37 6 0-17; 8 —0O-24 3 -—0-37 
8-9 ’ 8 006, 2 0-40; 3 0-23, 4 0-18 
9-0 Girls 9 -—008| 6 -—025| 4 -—012| 5 -—0-32 
8-9 . 5 0-28; 8 -—025; 1 +010; 5 -—0O17 
improvement. 


clearly that there is a big difference in the change in 
myopia between those children with the highest protein 
intake and the others. Those over 12 years of age have 
done better than those under 12. But the figures in 
table IV are not significant statistically—even if those 
over 12 years of age only are considered (P=0-07). 

If the sexes are separated the results shown in table v 
are obtained. 

Excluding the girls under 12 in table v, Pp=0-02. 
Therefore it is very unlikely that the differences in the 
myopic process in this table between those who took the 
smaller and those who took the larger quantity of protein 
are due to chance. The figures for the subgroups in 
table v are not significant. These figures indicate that in 
five out of eight subgroups the higher intake of protein 
is associated with a much reduced rate of deterioration of 
myopia in the treated group of children. In three out of 
four subgroups of those over 12 the mean degree of 
myopia improved. 

Discussion 


The difficulties of controlling a clinical experiment 
such as this are numerous. Myopia develops in a hap- 
hazard way; and though the process is most active 
amongst younger children, which may possibly mean that 
it is most active at its inception, new cases are continually 
arising at all the growing-ages. Since children’s eyes are 
examined rélatively infrequently, it is very hard to 
establish, in a given case, precisely when myopia has 
begun. In this investigation, so far as is known, the 
estimate of refractive errors was made, in both groups, 
at a random moment in the progress of the myopia, and 
there should therefore be no difference between the two 
groups in the duration of the disease. 

The validity of the results depends largely on the 
similarity of content of the treated and untreated groups. 

Both consisted of children of all ages, but not all the treated 
children were taken out of the school clinics. Certainly the 
treated group contained a greater proportion of higher myopes. 
It is possible that some of their parents were more anxious 
about the welfare of their children’s eyes than those at the 
school clinic, but I find it hard to believe that this would 
influence the outcome favourably. These children’s eyes 
would not be likely to be worse than those of other children if 
their parents could by care and trouble improve them— 
especially if this improvement depended on general healthy 
environments. The contradiction is obvious. 


There was, in my opinion, no discernible difference between 
the outlook and type of child and parent who happened to be 
directed to the treated group and the type of child and parent 
who attended the school clinic (untreated group). 

The fact that in the control group progress was proportional 
to the severity of the myopia (table 11) seems to militate against 
treatment being as successful in children with severe myopia; 


yet they are the ones that did best (table 11) and were more 
common in the treated group. 

It must be admitted that, by strict statistical standards, 
selection was not random; and therefore there may have been 
some unknown factor of selection or dissimilarity between the 
groups which influenced the outcome. This possibility seems 
remote and no sensible guess can be made about it. 

The one consistent difference between the two groups is that 
the treated group consumed a high quantity of animal protein. 
If this contributed to the difference in the rate of deterioration 
between the two groups, it would be reasonable to suppose 
that those who consumed the most would have done the best. 
In the treated group this was found to be broadly true, though 
under the age of 12 in the girls it could not be established. 
None the less, over the rest of the field of inquiry the figures 
show a strong tendency towards an effect being obtained in the 
children taking over 9°, of their total calories as animal protein. 

A clue to the anomalous behaviour of the girls under 12 may 
be obtained by studying their growth. Their weight increased 
by 15-1%, during the year’s treatment, whereas the weight of 
the boys of the same age increased by only 11-:7%. The height 
increase in the two groups was about the same, and their 
dietary intake also was similar. Previous studies in untreated 
children have shown that myopia is likely to increase faster in 
children with a high weight-height ratio (Gardiner 1954). * 

Secondly, the animal-protein intake per pound increase in 
weight is much lower in children with progressing myopia 
than in those with stationary myopia (Gardiner 1956b). The 
animal protein intake of these girls during the year’s treatment 
was similar to that of the boys, but they increased in weight 
substantially faster than the boys. 

It is hard to imagine how the group of treated children 
differed from the untreated in any way which wouid 
affect the issue, and even harder to conceive of a common 
reason for this and for the fact that those who carried out 
the treatment to its full tended to do best. The most 
likely reason for my findings is that the high animal- 
protein intake was beneficial. 

The supporting evidence is in favour of this proba- 
bility. I have previously shown that, compared with 
normally sighted children, myopic children more often 
refuse animal protein (Gardiner 1956a). Moreover, 
hypermetropia in a growing animal can be reduced by 
limiting the protein content of the diet (Gardiner and 
Macdonald 1957). 

As already mentioned, casilan was offered to children 
whose appetite or taste prevented them from taking their 
animal protein as ordinary food; and here again there was 
considerable variation in the children’s acceptance of the 
treatment and in their response. In the 16 children who 
consumed the amount of casilan advised, the mean change 
in refraction was an improvement of 0-02 D; in the 42 
who took some casilan, the mean change was a deteriora- 
tion of 0-16 D; and in the 14. who refused to take any 
casilan the mean change was a deterioration of 0-22 D. 

These figures relate to changes in six months, and 
represent an extension of the work already described. 
Many of these children were not included in the other 
results because a year’s treatment had not been com- 
pleted. The trend here is clear, and the deterioration of 
0:22 p in six months in the worst group is comparable 
with that of the worst in the main treated group who 
deteriorated 0-32 D in a year. The deterioration in the 
casilan-treated group was in fact rather worse—as one 
would expect, since they were put on casilan because 
their protein intake, even on the diet, was too low. 

Arising out of the main investigation various subsidiary 
results have been obtained. These show that milk plays 
an important part in the control of myopia and that some 
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part is played by the vegetable protein intake. These 
will be the subject of a further communication. 

All these findings need further elaboration, but they 
are strongly in favour of a dietary influence on the course 
of myopia in growing children and adolescents. It is 
certainly possible that the balance of the diet, and not the 
animal-protein content, may be a factor, since it has been 
radically changed by the treatment. However, it is imposs- 
ible to establish this without a rigid control of both 
carbohydrate and fat intake. 

The findings throw no light on the pathological pro- 
cesses involved in myopia, and some of the incongruities 
may be explained if myopia has more than one cause. 
They have no direct bearing on possible causes of myopia, 
since all the children had established myopia when the 
investigation began. 

Until reliable figures for the incidence of myopia can 
be obtained in different places and at different times, and 
until a suitable experimental animal can readily be 
induced to become myopic, research into the causes of 
myopia will be halting. 


Discussion of Technique Involved 

From the practical point of view it is extremely important 
to have an accurate assessment of the dietz—both of the calories 
yielded and of its constituents. This information can be 
obtained only by a trained expert. It is useless, both for 
scientific and for clinical purposes, merely to ask general 
questions about the diet. Experience shows that patients cannot 
answer questions about their food at all accurately unless the 
questions are asked in great detail, and even then there is room 
for individual interpretations of the replies given. Probably 
no two dietitians would agree on the constitution of a patient’s 
diet, but I have been fortunate in having the same dietitiari 
through all these investigations. Hence in this investigation 
it is possible to compare results in different patients and in one 
patient at different times. These comparisons would not be 
so easily made with a team of dietitians and would be impossible 
without a dietitian at all. 

Some of the children have shown a tendency to put on 
weight; some have what seems to amount to an anorexia; some 
are extremely particular in their tastes; some are energetic, 
some lazy; most are growing irregularly; some are well to do, 
and some are “‘ on welfare”. All these factors have had to be 
taken into consideration, and diets and advice have to be 
adjusted in every case for the individual. None the less it has 
been possible to reach a level of animal-protein intake of 9-0°%, 
of the calories in 43°, of the children, and these have done 
better than the rest. 


Summary and Conclusions 


In a group of shortsighted children who attended the 
research clinic at Guy’s Hospital and received extra 
animal protein, the rate of visual deterioration was much 
less than in a group who attended the ordinary school 
ophthalmic clinic and whose diet was not changed. 

The difference in treatment between the two groups 
lay primarily in the increased amount of animal protein 
consumed by the treated group, though it is clear that 
other factors are at work. 

With a few exceptions among the younger children, 
those who carried out the treatment most assiduously 
tended to deteriorate more slowly than their more casual 
fellows. Of the children over 12, there was actual improve- 
ment in most of those who took the greatest quantity of 
animal protein. 

Whatever may be the cause of acquired myopia in 
children and adolescents, its course can be beneficially 
modified by dietary means. The factors involved still 
need elucidation. 


This work has been done partly with facilities from the Endow- 
ment Fund of Guy’s Hospital, and in particular I am grateful to 
Mr. Frank Law for his support. I could not have produced the 
results without the cooperation of Dr. K. M. Bodkin, area medical 
officer of health for Hendon (Middlesex County Council) and her 
staff of health organisers. The dietetic work has been shouldered 
entirely by Mrs. V. Zivanovic, and my indebtedness to her is 
great. Lastly I must mention the intensive secretarial work done by 
Mrs. A. D. Holland. 
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EPIDEMIOLOGY OF ARTERIOSCLEROSIS IN 
ISRAEL 
GERTRUDE KALLNER 
M.D. Berlin 
CHIEF, HEALTH SECTION, CENTRAL BUREAU OF STATISTICS, 
GOVERNMENT OF ISRAEL, JERUSALEM 

THE study of geographical variations in pathology 
and of world-wide epidemiology are expected to give 
the answers to questions of etiology where the purely 
clinical approach has so far failed. Malignant neoplasms 
are being thus investigated, but in other diseases which 
possibly result from long-term environmental effects 
there is need to supplement clinical by global epidemio- 
logical research. Foremost among these—with regard 
both to the urgency of the problem and to the variety of 
approaches used—is arteriosclerosis. 

In Israel the “ ingathering of the exiles ’’ has produced 
a population of the most varied geographical extraction, 
physical habitus, and cultural background, which can 
still be studied in distinctive groups. 

Here the computation of age-specific mortality-rates 
for groups of different geographical origin revealed un- 
expected differences in the localisation of arteriosclerosis. 

This study is based on deaths assigned to arteriosclerosis according 
to the Manual of International Classification of Diseases, Injuries and 
Causes of Death (World Health Organisation, 1948). Cerebral 
arteriosclerosis refers to nos. 330 to 334, coronary-artery disease 
to nos. 420/0 and 420/1 of this classification. 

It was found that, within each age-group, coronary 
and cerebral arteriosclerosis show different patterns of 
distribution with regard to the sexes, the geographical 
origin, and the time since immigration. 
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Fig 1.—Mortality-rates (per 100,000) in two disease- and age-groups, 
by continent of birth (1953-54). E, oriental; W, occidental. 
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MORTALITY-RATES (PER 100,000) By TWO DISEASE- AND AGE-GROUPS 





Age 65 or more 


Factor Group 
Rate Differ- cance of 
ence differ- 
ence* 
Continent of birth | Occidentals 1532+ 41 
average 1953-54) 790 +72 
Orientals 744 + 46 
Sex and continent of  Occidentals: 
birth (1954 Males 2040 + 100 
1024+114 
Females 1015 +62 
Orientals: 
Males .. 638 + 84 
103+ 113 
Females 535476 
All males 1627 + 73 
737 +67 
All females 890 + 48 
Continent of birthand Occtdentals: 
time since immigra- Newcomers 1399 + 65 
tion (average 1953- 149+79 
54 Veteran settlers 1250+ 46 
Orientals 
Newcomers 544+ 50 
47 +82 
Veteran settlers 591 +67 
All newcomers .. 1235+49 
110+61 
All veteran settlers 1125 +40 


Signifi- 


Arteriosclerotic heart-disease 





Vascular lesions of central nervous system 





Age 45-64 Age 65 or more Age 45-64 
_— Signifi- —_ Signifi- —_ ee) 
iffer- cance of Differ- cance of J iffer- cance 0 
Rate | “ence | differ- Rate ence | differ- | Rate | “ence | differ- 
ence* ence* ence* 
232+8 1237 + 37 8645 
72415 106 + 69 — 49+10 + 
161+12 1133 +57 135+11 
355+19 1199+77 9149 
256 +22 2+103) — 11413) — 
99+10 1197 + 68 80+9 
216 + 26 847 +95 97 +18 
104+33 114+ 140 - 38 +27 - 
122+19 961 + 102 134+21 
308 +15 1127+61 90+8 
211418 14+ 83 —_ 10+12 - 
9849 1142 +56 100 +9 
200 +11 1097 +58 9348 
12415 - 72+70 _ 27+9 
212+10 1024 + 42 6645 
141412 930 +65 132+12 
3+26 255 +101 38+43) — 
138 +21 674+71 94+17 
178 +8 1028 + 43 107 +7 
24+12 170+61 _ 38+9 ‘ 
203 +9 960 + 37 6945 





* Criterion of significance: 2 x 


From the table and figs. 1-3 it appears, as the most 
characteristic and most unexpected feature, that for 
arteriosclerotic heart-disease, in both the age-groups 
studied, there is a distinct preponderance of people 
of occidental over those of oriental origin,* but this 
preponderance is absent or even reversed in direction 
for vascular lesions of the nervous system (fig. 1). 

Similarly there is an excess of males over females in 
all the age and ethnic groups for the coronary localisa- 
tion, but not for the cerebral one (fig. 2). 

Moreover, the rates are more or less similar in new- 
comers to the country and in veteran settlers, for 
coronary arteriosclerosis in the two age-groups 
* The terms “ orientals’’ and “ occidentals’”’ are used here to 

signify the broad groups of Jewish imimigrants to Israel with 
country of birth on the Asio-African and European continents 
respectively. The second group coincides roughly with the 
accepted term of “‘ Ashkenasian ”’ Jews. 
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Fig. 2—Mortality-rates (per 100,000) in two disease- and age-groups, by sex 


and continent of birth. 
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E, oriental; W, occidental, M, male; F, female. 


standard error. 
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Fig. 3—Mortality-rates (per 100,000) in two disease- and age- 


groups, by continent of birth and time since immigration. 
E, oriental; W, occidental; N, newcomers (after 1948); V, 
veteran settlers (before 1948). 


studied in orientals and occidentals alike; whereas 
there is an excess of newcomers in the corre- 
sponding deaths from cerebral arteriosclerosis 
(fig. 3). 

If any conclusion may be drawn from these 
data it must be tentative. It seems that coronary 
and cerebral arteriosclerosis, following as they 
do different epidemiological patterns, may be two 
basically different phenomena. It has also been 
suggested that we may be dealing with different 
intensities of one and the same _ pathological 
process. 

Thanks are due to Prof. F. Dreyfus, deputy director of the 
medical department A of the University Hospital, Jerusalem, 
and to Dr. F. Yekutiel, director of the epidemiological depart- 
ment of the Ministry of Health, for their kind assistance and 
constructive criticism. 
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AN UNUSUAL CASE OF CARDIAC INJURY 


R. L. Gupta 
F.R.C.S., F.R.C.S.E. 
FORMERLY REGISTRAR, DEPARTMENT OF THORACIC SURGERY 
R. I. KEEN 
M.B. Sheff., F.F.A. R.C.S. 
SENIOR REGISTRAR, DEPARTMENT OF ANA&STHETICS 
CITY HOSPITAL, NOTTINGHAM 

CARDIAC injuries of every conceivable type have been 
described over the years. No claim is made for the unique- 
ness of this case, its interest lying chiefly in the mode of 
causation. 

Case-report 

A man, aged 32, of good physical stature, was admitted to 
hospital at 1.30 P.M. on Aug. 5, 1957, in a collapsed state. At 
about 11.45 A.M. that day he had been in a greenhouse helping 
his brother, who was replacing some glass tiles. The height 
of the roof was 14 ft. While the patient was standing directly 
below, his brother accidentally broke a pane with his elbow, 
sustaining no injury himself. The patient immediately cried 
out that he was hurt, and collapsed. 

On examination he was gravely shocked, pulse and blood- 
pressure being unrecordable, respirations gasping, and mucosz 
pale and cyanosed. There was no distension of neck veins. A 
small skin wound about 2 cm. long was noted in the right third 
intercostal space close to the sternal border. Blood was welling 
out of this wound, and the clothing was heavily bloodstained. 
Radiography during resuscitation showed a large right-sided 
effusion and displacement of the mediastinum to the left. 
Aspiration produced 4 pints of blood. After the rapid infusion 
of 5 pints of plasma the patient’s condition somewhat improved, 
his systolic blood-pressure now being 70 mm. Hg. As soon as 
blood was available for transfusion, he was taken to the 
operating-theatre. 

Anesthesia was induced and maintained with 50°, nitrous 
oxide and oxygen, a cuffed endotracheal tube having been 
passed under topical analgesia. Respiration, after having been 
assisted, readily became controlled on a closed circuit, without 
any need for relaxants. Intravenous infusions were continued 
into both external jugular veins, no other veins being accessible. 

Operation.—Right thoracotomy was done in the supine 
position with a slight lateral tilt and a head-down tilt of 20°. 
The incision was in the third intercostal space. The right 
internal mammary artery and the right phrenic nerve were 
found severed, and the pleural cavity full of blood. There was a 
laceration in the pericardium and in the right auricular appen- 
dix. A triangular piece of glass 6:5 cm. long, 1-8 cm. wide at the 
base, and pointed at the apex, shaped like a scalpel blade, was 
found embedded in the right auricular appendix. The middle 
lobe in the path of the splinter was lacerated at several places. 
The auricular appendix, from which blood was gushing, was 
clamped; the internal mammary artery was ligated; and the 
lacerations of the lung and right auricular appendix were 
repaired, complete hemostasis being achieved. The wound was 
excised, and the incision was closed in layers, with underwater 
drainage. 

Postoperative course.—At the end of the operation the 
patient’s condition was satisfactory, his blood-pressure being 





Glass splinter (actual size). 


90/60 mm. Hg. 10 pints of blood had been given by then. 
The transfusion was continued, and oxygen was administered 
with Boyle’s apparatus. The patient was breathing adequately 
and was now conscious. For two hours his condition remained 
unchanged; then his blood-pressure began to fall. No response 
was obtained to noradrenaline, but intravenous hydrocortisone 
brought about a temporary improvement. The systolic blood- 
pressure, however, did not rise above 80 mm. Hg. At 12.45 
A.M. the patient collapsed and, despite cardiac massage, died. 
About 3 pints of blood was in the drainage bottle. In the 
postoperative period 5 bottles of blood and 3 of plasma were 
given, bringing the total to 15 and 8 respectively. At necropsy 
Dr. W. M. F. Hall confirmed the operative findings and the 
satisfactory repair of the damage, and found 2 pints of blood in 
the right hemithorax. 
Comment 

Massive hemorrhage into the pleural cavity and 
externally usually causes immediate death by exsanguina- 
tion, and injuries causing such hemorrhage in civilian life 
are rarely seen in medical practice (Chamberlain et al. 
1956). In the present case the cause of death was probably 
prolonged hypotension before treatment; this produced 
irreversible shock, which only responded temporarily to 
attempts to raise the blood-pressure. 

It is unusual for so small and so light a body (see figure) 
to cause a fatal and so extensive an injury. The initial 
velocity of the fragment could not have been great. 
The splinter fell about 10 ft; probably it was a bigger 
piece and acquired sufficient velocity to pierce a shirt, a 
vest, and an undoubtedly muscular chest wall. Also. its 
fall was vertical, and a superficial, and perhaps larger, 
portion of this splinter broke off at the level of the body 
wall, leaving the main offender inside to do the fatal 
damage. 

Our thanks are due to Mr. J. S. A. Linton, under whom the 
patient was admitted, and to Mr. A. C. G. Rothera, H.M. Coroner 
for the city of Nottingham, for permission to publish. 
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Preliminary Communication 





APPARENT INCREASE IN BLOOD- 
PROTHROMBIN DURING EXTRACORPOREAL 
BYPASS AND DURING SLOW COAGULATION 

IN SILICONED CONTAINERS 


POSTOPERATIVE bleeding is becoming more common 
because of the moré extensive operations now attempted. 
It is a very serious complication when it takes place after 
an extracorporeal bypass for open cardiac surgery. 

During research into this problem fibrinogen (measured 
by spinning out the fibrin on a weighed glass rod and then 
drying and reweighing the rod), platelets (measured by 
the method of Brecher and Cronkite '), antihemophilic 
globulin (measured by the method of Pitney * as modified 
by Mustard *), and prothrombin (measured by the two- 
stage method of Biggs and Macfarlane * and the acid- 
precipitated-globulin method of Douglas® as modified 
from the original method *), were studied in an effort to 
ascertain what was happening in the extracorporeal 
. Brecher, G., Cronkite, E. P. ¥. appi. Physiol. 1950, 3, 365. 

. Pitney, W. R. Brit. ¥. Hamat. 1956, 2, 250. 

. Mustard, J. F. Canad. med. Ass. J. 1957, 77, 308. 

Biggs, R., Macfarlane, R. G. Human Blood Coagulation and its 
Disorders, p. 407. Oxford, 1957. 


. Douglas, A. S. Personal communication. 
. Douglas, A. S., Biggs, R. Glasg. med. J. 1953, 34, 329. 
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circuit. It was found that, during thirty minutes on the 
extracorporeal circuit in the dog, the fibrinogen decreased 
to 53-63°,, of normal,’ the platelets decreased to 55-70% 
of normal,’ the antihemophilic globulin decreased to 
40-64 of normal,* and the prothrombin apparently 
increased during the first twenty minutes on the circuit 
and then decreased in parallel with the other factors. 

This apparent increase in the amount of prothrombin 
was first discovered with the two-stage prothrombin-area 
technique; but since there was such a high single peak in 
the first minute, it was felt that this increase was due to the 
inaccuracy which would occur in the area under that peak. 
As a result of this, the acid-precipitated-globulin method 
was used, and this confirmed the previous results. The 
blood in the extracorporeal system was inhibited from 
clotting by the use of heparin (Connaught) 4 I.U. per ml. 
of blood. The samples of blood were taken directly from 
the pump in siliconed needles and syringes during the 
operation. 

It is felt that these results indicated that the blood 
was clotting slowly in the extracorporeal circuit. In an 
effort to confirm this, blood was taken into a siliconed 
beaker, where it was allowed to clot slowly. Samples 
were taken from this and placed in siliconed test-tubes 
containing heparin (Connaught) 4 I.U. per ml. of blood. 
The acid-precipitated-globulin method of determining 
prothrombin was applied to samples taken every minute 
during the time that the blood was fluid. This method 
gave results which follow exactly the previous findings, 
lin. med. 1943, 28, 1575. 


7. Van Loon, E., J., Clark, B. B. ¥. Lab 


showing that, during the clotting of the blood, the thrombin 
yield of the acid-precipitated globulin increased to an 
amount greater than twice the initial value. This was 
accomplished within the first two minutes with the 
siliconed-flask technique and within the first twenty 
minutes on the extracorporeal circuit. These findings 
were confirmed again by the two-stage prothrombin 
technique. 

The extracorporeal circulation system and the siliconed- 
vessel techniques provide an excellent means of studying 
delayed coagulation of blood. In using Douglas’ acid- 
precipitated-globulin method and the two-stage pro- 
thrombin-area method we are measuring the amount of 
thrombin generated in the samples. It is not yet clear that 
this is due to the activation of a “‘ prothrombin precursor,” 
as suggested by Bordet * and Quick and Stefanini ® or 
to the activation of a prothrombin “ converter ” which 
in turn increases the yield of thrombin from the pro- 
thrombin, thus confirming the work of Ware and 
Seegers.'° 

We wish to thank Dr. S. H. Jackson for his valuable assistance 
and for the use of his laboratory, and the Ontario Heart Foundation 
for supplying funds to one of us (W. T. M.) for this research. 
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APPARATUS FOR REMOTE INJECTION IN 
RADIODIAGNOSTIC PROCEDURES 

IT is now commonplace for radio-opaque media to be 
injected into patients during radiography, and often the same 
operators are exposed repeatedly to X rays. Those who 
undertake this form of injection are wise to protect themselves 
from undue irradiation by using some means of doing this 
from a distance.' We describe apparatus designed for this 
purpose. 

If safety is to be obtained by distance, the needle must be 
connected to the syringe by a considerable length of tubing. 
If this tubing is thick and heavy it drags on the needle and 
displaces it. The ideal tubing should be light, transparent, 
and capable of resisting any pressure the syringe can deliver; 
moreover it should withstand repeated sterilisation by heat, 
including the autoclave, and no special skill should be required 

Nylon tubing of a bore 
fulfils requirements 


when its replacement is necessary. 


greater than the needle these 


slightly 
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Fig. 1—Component parts of a pair of nylon tubing connectors. 





admirably (no. 4 gauge—Portland Plastics). Special connectors 
are used to join needle and syringe to this tubing without any 
reduction in the effective lumen; flanging of the tube ends is 
not necessary. 

The nylon tubing passes through the connector and its 
rubber diaphragm (fig. 1); when the screw collar is firmly 
tightened the rubber is compressed and grips the tubing. 
Although it is possible forcibly to drag the tubing out, this 
requires far rougher usage than is likely in practice; certainly 
the maximum hydraulic pressure likely to arise within the tube 
system is unable to push it out. As the connectors have Luer 
lock ends, the whole system is extremely secure. The connector 
nearest the syringe incorporates a tap to prevent either emptying 
by siphonage or unwanted entry of arterial blood. Thus, the 
basis in any set for radiodiagnostic injection procedures is an 
all-glass Luer-lock syringe and nylon tubing with connectors; 
the nylon tubing may be as long as suits the safety requirements 
of the operator. During sterilisation the tubing must be 








Fig. 2—Basic set for radiodiagnostic injection procedures. 
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Fig. 3—Syringe-pushing device. 


removed from the connectors because otherwise, softened by 
the heat, it collapses within them. 

The provision of a basic set (fig. 2) common to a number of 
techniques, and requiring only simple additions for certain 
variants, has been found to simplify the task of the nurses in 
preparing these sets; moreover, the design has reduced 
maintenance difficulties to a minimum. The only parts in the 
basic set which need occasional replacement are the nylon 
tubing and the rubber diaphragms in the connectors—the 
former is simply cut from a roll of ‘ Portex’ no. 4 nylon 
tubing, and the latter are laid into the screw caps after removal 
of the old diaphragms. 

Though the syringe may be held in the hand, we have found 
that for the abdominal aortogram it is much more convenient to 
use a mechanical device (fig. 3), This is not to say, however, 
that we condone delivery of the dye with great force. We 
believe that high pressure is neither necessary nor desirable, 
and that dissection of the aortic wall ? may be avoided by use 
of apparatus which works at low pressure and imparts an 
instant sense of resistance if the needle is not properly situated. 
Our apparatus has been designed to give a slight mechanical 


advantage and to retain a sensitivity that is lost if the syringe. 


is pressed home strongly. Injection is conducted effortlessly 
with one hand almost at arm’s length, with no tendency to 
drag on the tubing and no fear of the syringe breaking in 
one’s hand. 

Fig. 3 shows our device, which in its essentials is a ““ window 
winder ” mounted on a platform so that rotation of the handle 
extends the thrust arm against the syringe piston; attached 
to the platform are screw clamps for fixing it to an X-ray 
table or any other convenient support. The syringe (50 ml. 
Luer lock/Summit) is retained in its supporting channel by 
two spring-clips and is prevented from sliding by a vertical 
end-piece. The thrust arm meets a stop just before the syringe 
closes completely and avoids this usual source of syringe 
breakage. We do not use an automatic switch coupled to the 
X-ray machine, but this could be included without difficulty. 

In our experience, during X-ray exposures the operator is 
about three feet from the patient, and when one abdominal 
film and two films of the patient’s lower limbs are taken the total 
radiation received by the operator is less than a milliréntgen. 
This dosage is reduced to a thirtieth by wearing a lead rubber 
apron, as we always do. The radiation dose is then about 
1/9000 of the maximum permissible weekly dose of 300 milli- 
réntgens.°® 

The same apparatus, including the “ syringe pusher ’”’, 
is used in this hospital for splenoportal venography and has 
been found entirely satisfactory. The same basic set, with the 
addition of appropriate needles and cannula, has been used 
repeatedly for femoral arteriography, peroperative cholangio- 
graphy, and presacral retroperitoneal insufflation of oxygen. 
For these procedures the syringe is, of course, operated by 
hand. 

For oxygen insufflation, a necessary addition to the set is 
a Luer-lock two-way tap, the side arm of which is connected 
to a bag of oxygen. The original technique used a syringe, 
two-way tap, and needle locked together‘; the insertion of 
2. Gaylis, H., Laws, J. W. Brit. med. ¥. 1956, ii, 1141. 

3. Recommendations of the International Commission on Radiological 


Protection (1954): British Institute of RadiolOgy Suppl. no 6. 
4. Blackwood, J. Brit. ¥. Surg. 1951, 39, 111. 


nylon tubing is an improvement as it enables the operator to 
sit comfortably alongside the patient. The nylon tubing, 
resistant as it is to collapse by suction, allows instant detection 
of any blood drawn back into its lumen. 

We are indebted to Dr. F. T. Farmer for the data on radiation 
dosage. 

We acknowledge the valuable assistance of Messrs. Robert 
Whitelaw (Newcastle) Ltd., 44, Great North Road, Newcastle upon 
Tyne, 2, in the development of the connectors; this firm has under- 
taken to supply all the equipment referred to. The nylon tubing 
may also be obtained from its makers—Messrs. Portland Plastics, 
Bassett House, Hythe, Kent. 


Department of Surgery, D. J. Tipps 
University of Durham M.C., M.B. Lond., F.R.C.S. 
7 
Royal Victoria Infirmary, W. G. LESLIE 
Newcastle upon Tyne A.L.S.T. 





Reviews of Books 





Sherrington: Physiologist, Philosopher, and Poet 
Lorp COHEN OF BIRKENHEAD, M.D., D.SC., LL.D., F.R.C.P., pro- 
fessor of medicine, University of Liverpool. Liverpool Univer- 
sity Press. 1958. Pp. 108. 17s. 6d. 

In 1948, on the occasion of the ninetieth birthday of Sir 
Charles Sherrington, the council of the University of Liverpool 
instituted a biennial lectureship in his honour, and to com- 
memorate his association with that university, as professor of 
physiology, for eighteen years. This volume contains the three 
addresses in this series which were delivered by the 
professor of medicine, Lord Cohen of Birkenhead. 

The last word about Sherrington’s contributions to physio- 
logy will not be written for many years to come. His Integrative 
Action of the Nervous System has been knowledgeably compared 
with such scientific milestones as Harvey’s De Motu Cordis and 
Newton’s Principia. Lord Cohen’s lectures give an admirable 
and fascinating outline of this talented and varied life. Two 
episodes alone need be mentioned to illustrate the versatility 
and enterprise of Sherrington: there are good grounds for 
believing that he was the first doctor in this country to use the 
antitoxin, which Behring had discovered, to save a patient 
dying of diphtheria; and when, during the 1914-18 war, he was 
asked to study fatigue in munition workers, he tackled the 
problem by working in a shell factory, as an ordinary labourer, 
twelve hours a day, for thrée months. 

All who knew Sherrington, and all who read in this book of 
his contributions to science and literature, will feel that Lord 
Cohen chose aptly when he applied to him an epitaph once 
used by Samuel Johnson of another doctor, philosopher, and 
poet: Nullum quod tetigit non ornavit. 


Tuberculosis in Animals and Man 
A Study in Comparative Pathology. JOHN FRANCIS, D.SC., 
M.R.C.V.S., professor of veterinary preventive medicine, and 
dean, faculty of veterinary science, University of Queensland. 
London: Cassell. 1958. Pp. 357. 105s. 

IN this book Professor Francis has gathered much informa- 
tion of importance to veterinary surgeons and of great interest 
to doctors. The first part is about bovine tuberculosis; and 
its prevalence in cattle in different countries and in different 
breeds is described in detail. The section on pathogenesis 
and pathology emphasises how thoroughly the early investi- 
gators (including the British Royal Commission on Tubercu- 
losis, which is much quoted) studied the disease in calves; and 
the account of immunisation includes a comparison of the 
effects of B.c.G. and the vole-bacillus vaccine in man. Explana- 
tions follow of the difficulties of detecting tuberculosis in cattle 
and of the methods used in different countries for suppressing 
the disease as completely as possible over a period of years. 
The chapter on bovine-type infection in man is largely a study 
of the relationship between the types of tubercle bacilli and of 
the possibility of interchange between the human and bovine 
types; and the evidence is assembled for the view that, where 
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there is heavy exposure to human dropiet infection, ingestion 
of tuberculous milk enhances resistance to pulmonary tubercu- 
losis in the general population. 

Thereafter, considerable space is devoted to tuberculosis in 
all other animals about which there is reliable information, 
from monkeys to edible frogs, taking in, among others, 
elephants, camels, and mice. A description of avian tubercu- 
losis in domestic and wild fowls is included, and the incidence 
of avian-type infection is often mentioned throughout this 
part of the book because of its frequency in sheep and pigs, 
especially in Denmark and the United States, where bovine 
tuberculosis has been almost eradicated. 

A final short section compares the pathology and epidemio- 
logy of tuberculosis in animals and man. Professor Francis 
classifies animals according to the general pathological picture, 
and he finds that those animals in which more or less typical 
tubercles are formed develop a fairly high degree of allergy. 
Primitive man faced with civilisation, and monkeys taken into 
captivity, are very liable to fatal infection: a primary complex 
develops and their histological reactions are similar. Experi- 
mental infections in guineapigs and rabbits show the same reac- 
tions. Urban man and all bovide come into the next group, 
which shows moderate susceptibility to infection and reacts 
with typical tubercles. Horses are much more resistant to 
infection and their lesions consist of chronic granulation tissue 
without typical tubercles. In most other animals there is no 
tubercle formation, though some may show necrosis and 
liquefaction, and many are very resistant to infection. Profes- 
sor Francis also discusses the ideal experimental animal, the 
virulence of tubercle bacilli for various species, and natural 
infections in such species. An appendix gives brief summaries 
and a complete list of the reports of the Royal Commission on 
Tuberculosis. 

Professor Francis has ranged very widely and brought 
together much scattered material which he has skilfully woven 
into a very valuable book. Some readers may regret that he 
has not expressed more definite views on some of the contro- 
versial issues that abound in this subject; but the difficulties 
of doing so are very apparent. All who are involved or inter- 
ested in the eradication of tuberculosis, especially from the 
animal world, will be grateful for the help and stimulus of this 
book. 


Liver-Brain Relationships 
IAN A. BROWN, M.D., PH.D., associate professor of neurology, 
University of Minnesota. Springfield, Ill.: Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1957. Pp. 198. 50s. 

THE new and expanding views on liver-brain relationships 
have been elaborated from a thesis to a book by Dr. Brown. 
A remarkably international bibliography and a comprehensive 
historical introduction have survived the transformation best. 
Apart from a chapter on Wilson’s disease, the book is devoted 
to the neuropsychiatric syndrome of hepatic coma. British 
readers will be pleased by the acceptance of factors other than 
liver failure as causes of hepatic coma, despite the complex 
nomenclature of the various “hepatoencephalomyelopathies” 
that this entails. The importance of alterations in personality 
which may precede coma is emphasised, very justly, to a greater 
degree than is usual. 

Dr. Brown writes at length on his personal experience in 42 
cases, a series which is not large or representative enough for 
this complex subject, and which directs too much attention to 
routine tests of liver function, neglecting more relevant investi- 
gations (such as portal venography or blood-ammonia studies). 
The electroencephalographic data are somewhat scanty, and 
neuropathologists may be surprised at the stress laid on 
demyelination rather than the Alzheimer-cell phenomenon as 
typical of hepatic coma. The possible metabolic basis of hepatic 
coma is reviewed extensively, though at times uncritically. 

The book illustrates vividly the neuropsychiatric aspects of 
hepatic disease—a particularly important consideration in the 
United States, where liver disease is the third commonest 
cause of death. In this country, those interested in neurology, 


psychiatry, and gastroenterology will find it valuable; and it can 
be commended to a wider public as a good example of the 
complexities of this kind of research. 


Sentenced Without Cause 
Davip Roxan. London: Frederick Muller. 1958. Pp. 255. 18s. 


Too few people realise that, despite the absurd complexities 
of existing legislation, detention in one of our less pleasant 
mental-deficiency institutions may be brought about in a very 
perfunctory way. It is easy to describe a person of uncertain 
1.Q. as “ feeble-minded”’ or another with some character 
eccentricity as a “‘ psychopath”. To lock up such people 
under an unenlightened regime is likely to produce behaviour 
abnormalities which may then be held to justify further 
detention. What is called “ treatment” may be a system of 
graded incentives to good behaviour in a prison-like atmosphere 
working up from an extreme of degradation. 

Some inadequacies of the present system are vividly 
described in this book, which recounts the life of an orphan who 
trod the gloomy trail from one bad institution to another via 
casual intelligence tests and brief psychiatric interviews, 
ending (illegally and undeservedly) at Rampton. Doubtless 
there is much special pleading here: questions are begged 
and the writing is emotionally biased; one wonders whether 
the subject of the work has shown himself, since discharge, 
to be as normal as the book makes out (though after his sad 
life it would be remarkable if he were). In all, however, the 
picture is probably true, and it may help to produce that 
climate of opinion that seems necessary before reforms can 
be achieved. Until more money is provided for this branch 
of the health service, these deficiencies cannot be eradicated. 

The author asks whether this is an isolated instance or 
whether, among the 30,000 detained in such institutions, 
there are many well able to take their place in society. This 
question is impossible to answer under circumstances where 
even psychiatrists are sometimes refused access, but there is 
reason to suppose that the situation is by no means satisfactory. 





Mental Disorder (National Association for Mental Health, 
London. 1958. Pp. 35. 3s.).—The report of the Royal Com- 
mission on the Law Relating to Mental Illness and Mental 
Deficiency is surveyed in this handy booklet by Mr. 
C. H. Rolph. He threads a devious but always intelligible 
course through the tangle of existing laws and opinions; he 
gives a few views of his own and makes the whole affair clear 
and of interest to the layman. Obviously there is a wide public 
for such a work, particularly among those working on the 
fringes of the welfare services, who find the report itself (with 
some 300 crowded pages) a formidable undertaking. He may 
be too uncritical of the section on psychopaths, perhaps the 
weakest part of the report, but he has done his best to take in 
the contrary views that have been expressed since it was 
published a year ago: he is certainly right up to date. Reviews, 
criticisms, evaluations, and opinions on the Royal Commis- 
sion’s findings are thick on the ground, but this is a pamphlet 
well worth having. 


5-Hydroxytryptamine. (London and New York: Perga- 
mon Press. 1958. Pp. 253. 60s.).—These proceedings of a 
symposium held in London last year form a useful summary of 
the information available about an interesting and _ still 
mysterious substance. Since last year observations on the 
action of 5-H.T. relative to intestinal movements may have 
lightened the mystery, but it is far from clear why 5-H.T. 
should be so widely distributed a cell component, or why it 
should be relatively concentrated in certain parts of the central 
nervous system. The symposium dealt with the occurrence and 
distribution of 5-H.T., its storage and release, and its actions on 
the cardiovascular system, on nerve-endings and ganglia, and on 
gastric secretion. Its significance in carcinoids was discussed, 
and its role in anaphylaxis. Its central actions were considered 
as well as its central and peripheral antagonists. Thus, the 
symposium covered much ground and this report, edited by 
Dr. G. P. Lewis, is a valuable book of reference. 
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The Tourniquet 

THE tourniquet is associated in many minds with the 
era of blood-letting, leeches, and cutting for stone; but 
even today a Samways tourniquet dangles as a sinister 
threat from the foot of many an amputee’s bed. It is 
a device which has rendered useful service to surgeons, 
and it remains a favoured if occasional aid. The original 
tourniquets of MorEL ' (1674) and JAMES YOUNG ! (1678) 
were rude contrivances: “‘ a wadd of hard linen cloth, 
or the like, inside the thigh, a little below the inguen; 
then, passing a towel round the member, knit the ends 
of it together, and with a balloon or bedstaff, twist it 
till it compress the wound ”’. Paré ? (1561) recommended 
“a strong broad fillet like that which women usually 
bind up their haire ”’, and the mechanistic 19th century 
developed formidable metal gadgets with screw com- 
pression. EsMARCH’s original elastic band consisted of 
a rubber tube as thick as a finger: it was VON LANGEN- 
BECK who suggested the modern type of flat elastic 
bandage which gives more diffuse pressure. Finally the 
pneumatic cuff was modified to provide ischemic com- 
pression: this is the most satisfactory type since the 
pressure can be accurately adjusted and maintained; 
but it may leak, and it is cumbersome and is not quickly 
applied. When the cuff is applied to the arm a pressure 
of 250 mm. Hg is usually sufficient; in the legs 300 mm. 

The tourniquet is used to staunch traumatic hemor- 
rhage or to ease dissection in elective surgery. In the 
control of severe traumatic bleeding a tourniquet has 
a very limited place. Most types of hemorrhage are 
readily and more safely controlled by elevating the limb 
and by local digital or pad pressure. Only when such 
measures fail should a compressive band be considered. 
An inefficient Spanish windlass (a popular type for first- 
aid kits) may through venous congestion increase 
blood-loss; or through excessive pressure, especially in 
the upper arm or below the knee-joint, it may cause 
nerve damage and by long periods of limb ischemia 
lead on release to “ tourniquet” shock, gangrene, or 
precipitous hypotension. Most wartime surgeons felt 
that more lives were lost than were saved by tourniquets. 
As an emergency measure soft rubber tubing ('/, inch) 
was generally recognised as simple and effective, 
although this method was never officially approved. 
A length of abouz six feet was applied with moderate 
tension over a towel, taking four turns around the limb. 
One particular indication was the high-pressure hama- 
toma following injury to a vessel: wartime experience 
showed that more damage was done by pressure and 
infiltration from the hematoma than by application of 
a tourniquet for a reasonably short time. 

The place of the tourniquet in elective surgery is 
more debatable. Many, if not all, orthopedic surgeons 
like to undertake nerve repairs, hand surgery, menisec- 
1, The Collected Papers of Joseph Lister, vol. 2. Oxford, 1889. 


2. The Apologie and Treatise of Ambroise Pare (edited G. Keynes). 
T.ondon,. 1951. 


tomies, and other selected operations where possible in 
a bloodless field. (But in some other operations— 
notably repair of fractured olecranon or patella—it is 
a nuisance rather than an aid.) PANNETT * expresses dis- 
quiet at what he considers the overuse of the tourniquet. 
What in fact are the dangers ? First, pressure damage— 
radial or median nerve palsy in the arm being com- 
moner than lateral-popliteal-nerve palsy in the leg. 
But such palsies are extremely rare if a pneumatic cuff 
is used in the upper limb and if compression by an 
Esmarch bandage in the lower limb is restricted to the 
thigh, even for foot operations, in each case the limb 
being protected by a towel. Tourniquets placed about 
the forearm and lower leg are often ineffective, since 
bleeding from incompressible interosseous vessels is 
likely to continue. In the occasional case where nerve 
lesions develop, spontaneous recovery of function is the 
rule 4; but MOLDAVER ° reported seven cases with com- 
plete and permanent nerve lesions; in three compression 
had been applied by a rubber tube, in two by an 
Esmarch bandage, and in two by aninflatable cuff. 
All the palsies were in the upper limb, where the 
nerves are more liable to be squeezed against bone. 

The most important thing about putting on a tour- 
niquet is to take it off. This involves a clearly under- 
stood theatre routine: a tourniquet-book with times of 
application and release, and a tourniquet fixed to the 
table, the direct responsibility of one member (e.g., the 
surgeon or anesthetist), are well-tried methods. The 
period of safe compression for any individual patient is 
largely unknown. It varies with age, environmental 
and body temperature, and the type of limb damage. 
WoLrF and ADKINS® suggested that in exceptional 
cases up to 6 hours was safe; they observed no case of 
gangrene, nerve damage, or thrombosis in a thousand 
battle casualties (albeit in healthy young men) in which 
a tourniquet was left untouched for up to 4 hours. In 
elective surgery a safe rule would seem to be to release 
tourniquets within the hour, and only very exceptionally 
should the limit be extended to 2 hours. PANNETT holds 
that infection is more likely to ensue in a limb dissection 
performed in an ischemic field where “the power of 
immune response is in abeyance”’.* There is no clear 
evidence on this point; but there was an impression 
among some battle surgeons that anaerobic infection 
was commoner where a tourniquet had been applied. 
In the other scale is evidence that application of a tour- 
niquet before manipulating fractures diminishes the 
risk of fat embolism. The postoperative oedema and 
pain that are said to follow removal of a tourniquet are 
often due to overtight bandaging. 

What place, then, has the tourniquet, and, in brief, 
what precautions are necessary? It may be used when 
it makes an operation decidedly easier, and therefore 
quicker and safer for the patient. Clear-cut rules about 
its application and release should be known by all the 
theatre staff. An Esmarch bandage should be restricted 
to the thigh. There is no place for below-knee tourni- 


. Pannett, C. A. “7 March 15, 1958, p. 585 


3 

4. Spregel, J., Lewin, P. ¥. Amer. med. Ass. 1945, - 432. 

5. Moldaver, J. Arch. Surg., Chicago, 1954, 68, 

6. Wolff, L. H., Adkins, T. F. Bull, U.S. Army ed Dept. 1945, 87, 77. 
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quets, and on the upper limb only a pneumatic cuff 
should be used. A tourniquet should never be put 
directly on the skin but over towelling. The maximal 
period of application is 2 hours, and | hour should 
rarely be exceeded. A distinct contraindication is in 
peripheral vascular disease and the elderly, when limb 
vessels may fracture or thrombose. For emergency use 
with severe arterial bleeding a tourniquet should be 
applied as early as possible after the injury. The patient 
should be given the highest priority for transportation 
to the nearest hospital, and the time of application 
should be written on the patient’s forehead and the 
receiving-room informed directly of its presence. If the 
patient is shocked from hemorrhage the tourniquet 
should not be removed before a plasma-expander, pre- 
ferably blood, is already running in. It is folly to com- 
promise a life in an effort to save a limb. 

As with many other surgical devices a tourniquet 
properly used may save lives and limbs: if used unthink- 
ingly it may cause serious and irreparable damage. 


Iron Deficiency in Man 

IRON deficiency is one of the commonest debilitating 
diseases affecting man. Itmay be duetochronic blood-loss 
(as from hemorrhoids), to inadequate iron in a defective 
diet, to increased iron requirements (as in pregnancy), to 
defective iron absorption (as in steatorrhoea), and some- 
times to imperfect utilisation. The efforts of many 
interested workers have provided us with much 
quantitative information about iron absorption and 
metabolism. JOsEPHS' has lately compared the four main 
methods of studying iron absorption. The original 
balance method determined by chemical estimation the 
amount of iron ingested and the amount recovered from 
the feces. This method, which was used by MCCANCE 
and WIDDOWSON * many years ago, is difficult because 
the technique of estimation needs exceptional care and 
all clinical balances need great vigilance; but it has the 
advantage that the observations can be continued for 
as long as is necessary and can be repeated. The balance 
technique utilising radioactive-iron isotopes incor- 
porated into iron salts or food is much easier but 
cannot be repeated on individual patients because there 
is a limit to radioactive doses. Another method is to 
estimate iron absorption from the rise in hemoglobin 
in the patient’s blood: the implied assumption that all 
absorbed iron is used only for hemoglobin formation 
may not always be correct, but NEERHOUT et al.* showed 
that in dogs 95°, of absorbed isotope-tagged iron is 
present in the red-cell mass fourteen days after feeding. 
The last method is to follow changes in serum-iron after 
giving a test dose. JOSEPHS considers that results from 
this method are of only limited value; a good rise of 
serum-iron level after the test dose clearly indicates 
good absorption, but the reverse is not necessarily true. 
JosEePHS concludes that the chemical iron-balance 
method, for all its difficulty, has given results that 
constitute the standard for judging other methods, and 

xsephs, H. W. Blood, 1958, 13, 1. 


1. Je 
2 McCance, R. A., Widdowson, E. M. Lancet, 1937, ii, 680. 
3. Neerhout, R. C., Armstrong, D. H., Schulz, J., Smith, N. T. Amer. 


J. Dis. Child. 1958, 95, 126. 


it is by this method and the isotope-balance techniques 
that most of our information has been acquired. 

GUBLER * pointed out that the average adult human 
body contains about 4:5 g. of iron. Hemoglobin 
accounts for 73°, of this iron and myoglobin in muscle 
tissue for 3-3°,; “ storage iron ” (ferritin, hamosiderin, 
and “unaccounted iron”) present mostly in liver, 
bone-marrow, and spleen comprises 23-5°%,, and the 
remaining 0-2°,, is “ parenchymal ” iron—cytochrome, 
catalase, peroxidase, found in all tissues. In the normal 
adult 27—28 mg. of iron is released daily from the break- 
down of hemoglobin; and all, except about 1 mg., is 
utilised again for fresh hemoglobin formation. The 
normal adult excretes about 1-2 mg. of iron daily, and 
the normal woman additionally loses iron in the 
menstrual loss at the rate of 1 mg. daily, so the iron 
requirement of women is double that of men. In 
pregnancy no iron is lost in the menses, but an average 
of 2-7 mg. daily has to be provided for the foetus. During 
the period of growth from infancy to adolescence 
larger amounts are needed since expansion as well as 
excretion has to be covered, and for the first twenty 
years of life an additional 0-3-0-6 mg. daily must be 
provided. GUBLER cites the National Research Council’s 
estimate that, allowing for only 10°/, absorption of iron 
from the food, daily amounts of iron needed are: for 
infants 1 mg. per kg. body-weight, for children 0-6 mg. 
per kg., for adult men 10 mg., for adult women 12 mg., 
and for pregnant women 15-20 mg. CARL Moore ° has 
stated that the normal adult diet in the U.S.A. yields 
about 12-15 mg. of iron daily. It is clear that most 
women in the reproductive period of life have a pre- 
carious iron balance, and undue menstrual loss or poor 
diet inevitably produces a negative balance which 
eventually shows as iron-deficiency anemia. Conditions 
such as diarrhoea, infection, and steatorrhoea will also 
soon cause excessive iron loss. But in men, and in 
women past the menopause, iron-deficiency anzmia 
nearly always denotes blood-loss, and the cause has to 
be diligently sought. Dr. Bedford’s paper in our present 
issue shows that in old people anemia from slight 
bleeding into the alimentary canal may be far commoner 
than is supposed. 

Accordingly it is obvious why iron-deficiency anemia 
is so common. Fortunately we have several ways of 
giving iron efficaciously, and iron alone is adequate 
treatment for uncomplicated iron-deficiency anzmia. 
Apart from vitamin C, there is no firm evidence that the 
addition of vitamins, such as those of the B complex, 
or of trace metals or liver fractions makes any difference 
to the response. On the other hand, there are many 
recommended iron preparations, and the fact that new 
ones keep appearing indicates that we still lack one that 
is completely satisfactory. One of the main difficulties 
is that oral iron preparations are liable to cause trouble- 
some gastrointestinal side-effects such as nausea, 
heartburn, diarrhoea, or constipation. These side-effects 
often cause the patients to stop taking their pills; and, 
since they sometimes fail to confess unless directly 
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questioned, the physician may regard them as “ refrac- 
tory ’ cases and resort to intramuscular or intravenous 
iron preparations. There are various ways of minimising 
these side-effects. The most usual is to insist that the 
iron tablets are taken with meals, but FRANKLIN et 
al.* point out that this reduces the effectiveness of the 
iron preparation. Another way has been to use organic 
instead of inorganic iron salts—e.g., ferrous gluconate 
or succinate instead of ferrous sulphate. O’SULLIVAN 
et al.’ showed that the relative freedom from side-effects 
of the organic salts was due to the fact that they contain 
less iron. Where equal iron doses were given under 
comparable conditions, all these ferrous salts were about 
equally effective; and the troublesome side-effects 
affected about 13°,, of their patients, whichever iron 
preparation was used. The ferric salts are better 
tolerated so long as the dose is kept down, but they are 
definitely less effective and treatment takes longer. 
FRANKLIN et al.® have lately described their results 
with an oral chelated-iron compound. Chelation has 
been used before, but mainly to try to prepare safe and 
effective parenteral iron drugs. WILL.and VILTER * used 
sodium iron edetate, a chelated compound, as an oral 
substitute for ferrous sulphate; they found that it 
released iron satisfactorily and was notably free from 
unpleasant side-effects; but interchange between iron 
and calcium occurs with this compound, and, though the 
effect is small, it is probably best avoided. The complex 
used by FRANKLIN et al. was an iron choline citrate 
containing 12:5°/, of elemental iron—about the same as 
in ferrous gluconate (11-5°%, Fe). This compound was 
put up in tablets containing 40 mg. of iron, and three to 
six tablets a day were given between meals. In 18 patients 
receiving 160 mg. Fe daily as iron choline citrate, the 
average hemoglobin gain per day was 0-14 g. per 100 ml. 
—which is of the same order as the figure obtained by 
O’SULLIVAN et al. for ferrous gluconate or sulphate. 
None of these 18 patients complained of gastrointestinal 
upsets. A larger group of 88 patients in hospital were 
given two tablets three times daily (240 mg. Fe) and 6 
complained of mild nausea, diarrhoea, or constipation; 
the therapy was continued despite these symptoms, and 
they soon disappeared. Animal experiments indicate 
that the choline citrate complex was less toxic than 
ferrous sulphate or gluconate. This chelated-iron 
complex may well have therapeutic possibilities, and 
enable us to reduce still further the number of patients 
who have to be given parenteral iron. How widely iron 
choline citrate is used may depend on its cost. Ferrous 
sulphate is very cheap; ferrous gluconate costs about 
five times as much as sulphate; ferrous succinate and 
fumarate still more. Parenteral treatment is still con- 
siderably more expensive than oral treatment. It would 
clearly be uneconomic to substitute an expensive iron 
compound just to eliminate the side-effects that involve 
13°%, of patients, but chelated iron may reasonably be 
kept in reserve for intolerant patients. 
Every doctor sees patients with 
6. Franklin, M., Rohse, W. G., de la Huerga, J., Kemp, C. R. ¥. Amer. 
med. Ass. 1958, 166, 1685. 


7. O'Sullivan, D. J., Higgins, P. G., Wilkinson, J. F. Lancer, 1955, ii, 482. 
8. Will, J. J., Vilter, R. R. ¥. Lab. clin. Med. 1954, 44, 499, 


iron-deficiency 


anemia; and, nowadays, every doctor can have a scheme 
for treating them satisfactorily. Most of the patients 
will respond to oral iron, and, as O’SULLIVAN et al. 
showed, relatively small doses yielding about 210 mg. 
elemental iron a day are sufficient; this means three 
tablets of 0-2 g. ferrous sulphate or four tablets of 0-3 g. 
ferrous gluconate daily. The 10°, or so of patients who 
get gastrointestinal upsets with these drugs can be given 
ferrous fumarate or succinate or larger doses of a ferric 
hydroxide preparation, though they may still get symp- 
toms with these alternatives. These difficult patients 
and those who do not respond to oral iron can be treated 
with the intramuscular iron-dextran compounds, which 
have gained deserved popularity. Grimes and Hutt *® 
have shown that almost all the absorbed iron given in 
this way is utilised for hemoglobin formation; but only 
60°,, of an injected dose is absorbed quickly, the 
remainder being absorbed slowly over a period of 
perhaps four weeks. EvaANs and Ramsay,’ studying 
absorption of iron-dextran in pregnancy, found evidence 
of maximum absorption from the injection site in ten to 
twenty days, 80°,, absorption within three weeks, and 
residual absorption for as long as six months. These 
results indicaté that intramuscular iron-dextran is an 
efficient way of giving iron; but, to allow for the rela- 
tively slow absorption of 40°, of the injected dose, it is 
customary to allow 40 mg. of iron for every hemoglobin 
deficit. With such a scheme every patient with iron- 
deficiency anemia should respond to treatment; if they 
do not the diagnosis may not be correct, and the patient 
should be referred to the nearest suitable clinic without 
delay. 
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STREPTOCOCCAL SAGA 

THE severity and frequency of streptococcal respiratory 
infections seem to be slowly declining, at any rate in 
Great Britain; and the decrease is especially noticeable in 
regard to rheumatic fever. Much useful epidemiological 
information has been derived from American studies on 
the prevention and treatment of streptococcal pharyngitis, 
and in particular on the transmission of group-A strepto- 
cocci !!; and some of the difficulties which may hinder at- 
tempts to eradicate epidemic strains of streptococci by the 
use of penicillin prophylaxis have recently been discussed 
by Frank.'* In the American army extensive bacterio- 
logical studies have been carried out in a streptococcal- 
disease-control programme, prompted chiefly by the high 
incidence in this population of rheumatic fever, following 
upper respiratory infections with group-A streptococci. 
This incidence—about 3 per 100 streptococcal infections ™ 
is considerably higher than would be expected in, say, 
British schoolchildren similarly convalescent. Holmes and 
Williams '* at the Streptococcal Reference Laboratory, 
Colindale, have made a valuable long-term investigation 
of streptococcal disease in a large residential home for 
children. 


9. Grimes, A. J., Hutt, M. S. R. Brit. med. J. 1957, ii, 1074. 

10. Evans, L. A. J., Ramsay, N. W. Lancet, 1957, ii, 1192. 

11. Perry, W. D., Siegel, A. C., Rammelkamp, C. H., Wannamaker, L. W., 
Marple, E. C. Amer. J. Hyg. 1957, 66, 85, 96. 

. Frank, P. F. U.S. Forces med. F7. 1958, 9, 543. 

Rammelkamp, C. H., Wannamaker, L. W., Denny, F. W. Bull. N.Y. 
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These workers studied 300-500 children living in a 
large Dr. Barnardo’s Home for thirty months, giving a 
total of about 12,500 child-months. During this period 
473 sore throats were observed, of which 60°, were 
streptococcal (group A). The overall attack-rate (1:9 
streptococcal throat infections per 100 children per 
month) was very similar to that reported by Dingle et al.'® 
in a study of American families living at home (1-2 per 100 
person-months), but the incidence of a streptococcal sore 
throat in the children increased with age; “‘ of the illnesses 
diagnosed as ‘sore throat’ the proportion yielding 
streptococci increased from about 34°, in the 1—2-year-old 
group to about 74%, in the children over 10 years old ”’. 
The influence of tonsillectomy on severity of streptococcal 
infections was found to be negligible. Most previous 
workers found a lower throat carriage-rate in tonsillecto- 
mised convalescent children than in others, and in previous 
work Holmes and Williams '® found that this applied to 
both the throat and the nose carrier state; but in this 
latest survey they found that, while throat carrier-rates in 
convalescence decreased more rapidly when tonsils were 
out than when tonsils were in, the nasal carriage-rate was 
much higher in the tonsillectomised children both on 
admission and during convalescence. This is a puzzling 
point, which is related to the second part of the 
survey. 

Here an attempt was made to define the potential 
sources of infection among the incubating, the convales- 
cent, and healthy carriers, classified as nasal or throat type. 
No similar study has been reported, and Holmes and 
Williams have devised a simple objective way of relating 
cases of sore throat to their recognised infected contacts. 
They were able to relate 94 out of 205 sore throats to their 
probable or possible contacts; of these two-thirds were 
heavy nasal carriers of streptococci, and the remainder 
about equally light nasal or throat-only carriers. This 
confirms the importance attached by Hamburger et al.!’ 
to nasal carriers as sources of infection. Holmes and 
Williams point out, however, that the importance of 
healthy carriers may have been overstressed, since both 
persons incubating streptococcal disease and convalescent 
carriers could also reasonably be incriminated as sources of 
infection, the numbers in each category equalling those 
of healthy carriers responsible for spread. No cases of 
rheumatic fever were observed among several hundred 
cases of streptococcal illness; nor was acute glomerulo- 
nephritis found despite 49 cases of infection with type-12 
streptococcus. It looks as if the nature of streptococcal 
disease is undergoing a slow change, or at any rate is 
showing widening variation, which studies like this one 
help to define. We look forward to the concluding 
chapters of Holmes and Williams’ saga. 


LONG-ACTING COUGH SUPPRESSANT 


It is often desirable to ensure the slow and steady 
release of an active drug from the gut. The simplest way 
of doing this is to take the drug after food. A recent 
valuable innovation is the use of capsules each containing 
the drug in the form of a large number of microspheres 
coated with a digestible wax in varying thicknesses." 
A new principle has now been employed—the integration 
of the active drug in an ion-exchanging-resin complex. It 
15. Dingle, J. H » Badger, G. as Feller, A. E., Hodges, = E., Jordan, W. S., 

Rammelkamp, C. H. Amer. J. Hyg., 1953, 58, 
16. Holmes, M. C., Williams, R. E. O. 7. Hyg., Camb. he 52, 165. 
17. oo, M., Green, M. J., Hamburger, V. G. J. infect. Dis. 1945, 
96 


18. Thomson, T. J. Gilasg. med. J. 1955, 48, 423. 





is claimed that a drug given in this way is released from 
the resin at a slow and steady rate which is independent 
of the environmental pH and of enzyme activity.'* A pre- 
liminary report of a long-acting cough suppressant, in 
which dihydrocodeinone and the anti-histamine phenyl- 
toloxamine are combined in a sulphonic resin complex, 
has been published.*° The evaluation of cough suppres- 
sants is not always easy, and perhaps greater objectivity 
in the conduct of the trial might have strengthened the 
author’s case. But the preliminary results do suggest that 
this is a useful new approach. 


ZIRCONIUM GRANULOMAS 


LasT year we recorded ?! the appearance of a new and 
unique dermatological entity, first described by Rubin 
et al. in Chicago.**** This consisted of dusky reddish- 
brown discrete papules, 1-4 mm. in diameter, which 
were closely set in the domes of the axilla and more 
sparsely placed at the periphery. Histologically there 
were granulomas in the corium, composed of epithelioid 
cells and Langhans giant cells surrounded by lympho- 
cytes in typical tuberculoid pattern. There was no 
delineation of tubercles of the sort seen in sarcoidosis, 
and no evidence of necrosis. Foreign bodies could 
not be detected by polaroscopic examination. The 
infiltrate lay along the course of blood-vessels. It was 
noted that these novel lesions appeared after the use of 
deodorant sticks which contained sodium zirconium 
lactate in addition to the commonly used ingredients. 
Rubin et al. were uncertain of the cause of this granulo- 
matous eruptions but thought that the linear distribution 
of the lesions suggested razor abrasions. 

Further cases were soon described, always arising after 
the use of a deodorant containing zirconium salts. But 
zirconium seemed non-toxic,” and there were no recorded 
instances of its having proved harmful in industry. 
In biopsy specimens from the axillary lesions no zir- 
conium was found, even by such refined means as X-ray 
fluorescence and emission spectrometry.”> Many alterna- 
tive causes were suggested, such as foreign-body reactions 
to the lipid vehicle of the deodorant stick ** and inflamma- 
tion as the result of extravasation of apocrine sweat.?’ 

Shelley and Hurley ** have contributed a well-integrated 
review of 64 cases previously reported and 6 of their own. 
They find the clinical signs as well as the histological 
changes in the dermis to be strictly uniform and diagnostic. 
Most cases were in women, and most of them shaved 
their axille. No one brand of deodorant stick was 
responsible. The eruption might follow a solitary use 
of the “‘ zirconium stick ”’ or appear only after it had been 
used daily for months. 

Shelley and Hurley then conducted experiments to elucidate 
the role of zirconium. They instructed 30 healthy male 
volunteers to rub a standard commercial stick deodorant, con- 
taining 5%, zirconium, vigorously into their left axilla every 
morning for five minutes. A zirconium-free but otherwise 
identical stick was rubbed daily into the right axilla for the 
same period. Both axilla were closely shaved every other day. 
None of the men had previously used zirconium stick 
19. Abrahams, A., Linnell, W. H. Lancet, 1957, ii, 1317. 

20. Townsend, E. H. New Eng/. 7. Med. 1958, 258, 63. 

21. Lancet, 1957, i, 519. 

22. Weber, L. F., Neuhauser, I., Rubin, L., Slepyan, A. H., Shellow, H 
J. Amer. med. Ass. 1956, 162, 65. 

23. Rubin, L., Slepyan, A. H., Weber, L. F., Neuhauser, I. ibid. p. 953. 

24. Harrison, J., Trabin, B., Martin, E. ¥. Pharmacol. 1951, 102, 179. 

25. Sheard, C., Cornia, F. E., Atkinson, S. C., Worthington, E.L. 7. Amer. 
med. Ass. 1957, 164, 1085. 

26. Zimmermann, M. Arch. Derm., Chicago, 1957, 75, 766. 


27. Saunders, T. S. ibid. 1957, 76, 619. 
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deodorants. The test period lasted ten weeks; biopsies were 
taken from both axilla in every subject. After a month 1 
volunteer developed an eruption in the left axilla, which 
clinically and histologically was identical with the clinical cases 
of axillary granuloma. Applications were stopped after eight 
weeks, and no treatment was given. The confluent papules, 
lying linearly as if developed in a razor cut, slowly subsided 
over the subsequent five months. The opposite axilla showed 
no clinical or microscopical changes. In 3 other subjects 
there was a transitory inflammatory papular response, which 
was not granulomatous, in the left axilla. There was no 
reaction in the opposite axilla of these 3 or in either axilla of 
the remaining 26 subjects. The concentration of zirconium 
was then changed and hexachlorophene, perfume, and carbitol 
were omitted from the stick. 1 subject out of a further 20 
showed typical granulomas when 10%, sodium zirconium 
lactate in a plain sodium stearate soap vehicle was used. The 
opposite axilla failed to produce granulomas after a ten-week 
test with a stick containing 0-5°, zirconium. Patch testing in 
the 2 who reacted to the zirconium stick, as well as in 20 
controls, failed to give any reaction. Intradermal testing of the 
2 reactors showed a unique granulomatous response—in 1 case 
to a dilution of 1/10,000 and in the other to 1/1000. No similar 
reaction was seen in control subjects even with concentrations 
as high as 1/100. The granulomatous reaction is specific to the 
zirconium element, for zirconium chloride and zirconxum 
nitrate produced identical lesions in the 2-reactors. Injections 
of 1/1000 beryllium sulphate and colloidal silica failed to 
produce a response in any subject; and in the 2 hypersensitive 
subjects the use of aluminium stick deodorants led to no 
granulomatous reaction. 

From these exhaustive tests Shelley and Hurley 
concluded that the granulomas were the direct result of a 
specific allergic hypersensitivity to zirconium. They 


proceeded to test their observations on 4 patients with. 


typical deodorant granulomas in their axilla. In each 
case their responses were identical with those of the 2 
hypersensitive volunteers. 

In the past a number of granulomas have been thought 
to be allergic in origin, but this is the first time that 
the introduction of extremely small amounts of a pure 
substance has produced an allergic epithelioid granuloma 
in man. It opens up an entirely new field of immuno- 
logical response with granuloma production. May the 
reaction in the Mitsuda and Kveim tests be due to 
traces of highly specific allergens contained in extracts 
from lepra bacilli and sarcoid tissue respectively? It 
may soon be possible to discover the antigenic substance 
in the tubercle bacillus responsible for the tuberculoid 
granulomas—though here the amount of material needed 
to produce the reaction is appreciable, whereas the 
amounts concerned in zirconium granulomas are too 
small to be detected by analysis. The method might 
be applicable in the diagnosis of pneumoconiosis or the 
demonstration of specific hypersensitivity in patients 
with beryllium, silicate, or tattoo granulomas. There 
is no theoretical reason to suppose that the dermis alone 
becomes sensitised. The ultimate mechanism must 
surely be chemical; and it would be interesting to learn 
how zirconium affects enzyme reactions in the skin. 
Shelley and Hurley’s work may therefore be of wide 
significance; they suggest that the detection of minute 
quantities of specific sensitising agents may lead to the 
discovery of the cause of sarcoidal granulomatous diseases 
of hitherto unknown origin. 

In this country we are unlikely to see any of these 
axillary lesions, though some possible cases have been 
suspected here, because zirconium has already been 
withdrawn from use in deodorants. 
Shelley and Hurley’s neat investigation remains. 


The stimulus of 


OCULAR LESIONS IN ONCHOCERCIASIS 

ONCHOCERCIASIS has come to be regarded as one of 
the major blinding affections. It is said that in some 
villages in Nigeria and the Gold Coast a tenth of the 
inhabitants have lost their sight from this cause. Oncho- 
cerciasis has been known for some sixty years; and 
ocular lesions, first reported from Guatemala in 1915, 
were stressed by Hisette in 1932 in a classical account 
of the affection as seen in the Belgian Congo. 


The anterior third of the corneal stroma and the 
anterior chamber are invaded by microfilarie travelling 
over the conjunctiva or along the subconjunctival plane; 
the iris itself may become infiltrated, though apparently 
the lens is spared. The living microfilariz seem to be well 
tolerated; and it is not the toxin of the organism, but the 
decomposing dead organism, which produces the irritative 
reactions in the cornea and iris. Considerable interest 
centres on the fundus lesions that have been recorded in 
onchocerciasis since they were described first by Hisette, 
and subsequently by Bryant in 1935 ' and by Ridley in 
1945.2. These lesions take two forms, one simulating the 
non-specific inflammatory reaction seen in chorioretinitis 
and the other—described by Ridley as a “‘ hypothetical 
combination of choroidal sclerosis with retinitis pig- 
mentosa ”’—involving the macular area and the disc, 
which shows setondary optic atrophy. 

In the earlier accounts the ocular lesions were described 
as complications of longstanding and severe affections. 
But from a recent symposium held by the Royal Society 
of Tropical Medicine and Hygiene ® it is clear that slight 
conjunctivitis, and possibly slight corneal lesions, may be 
a pointing sign in even mild infections. The corneal 
lesion consists of opacities usually most noticeable near 
the limbus, with a tendency to spread across the cornea 
into the interpalpebral area. In severe cases these opacities 
can become confluent, and only exceptionally do they 
become vascularised. The causal relationship between 
these corneal reactions and the microfilaria of onchocerci- 
asis can be established by slit-lamp examination—as is 
stressed by Choyce * in his criticism of the view expressed 
by Rodger,® who doubted the specificity of onchocercal 
keratitis. Choyce also remarks on the difficulty of regard- 
ing onchocerciasis as a blinding affection, since only 
exceptionally is there any substantial reduction of vision 
from these corneal lesions, though the occasional case of 
iritis with secondary glaucoma may run a severe course. 
The fundus lesion, which has attracted so much attention, 
was observe! by Ridley in 12 of his 51 cases at Funsi in 
the Northern region of the Gold Coast. In the Cameroons 
Choyce saw the fundus lesion described by Ridley, but 
he does not believe that this is caused by onchocefciasis, 
if only because microfilarie do not travel by either the 
blood-stream or the central nervous system. Microfilarize 
have apparently not been found in the retina; and the fundus 
lesion does not appear to have been observed in Central 
and South America, where onchocerciasis is also 
prevalent. He regards the fundus lesions as examples of 
the different stages of the dominantly inherited generalised 
choroidal sclerosis described by Sorsby.*® 


If this is correct, there is little to justify the growing 
reputation of onchocerciasis as a blinding affection. 


Bryant, J. Trans. R. Soc. trop. Med. Hyg. Fe 28, 523. 
Ridley, H. Brit. ¥. Ophthal. 1945, supp 
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Whether this disease is indeed a significant cause of 
blindness is unlikely to be decided by merely descriptive 
accounts of the lesions. The epidemiologist and the 
geneticist have clear criteria for determining whether a 
particular lesion is infective or genetic in origin, 
and it should not prove particularly difficult to 
establish the nature of the fundus lesion associated with 
onchocerciasis. 


ANTIBODY-ANTIGEN REACTIONS OBSERVED BY 
FLUORESCENCE 


ALL interested in the infections which befall man and 
animals have wanted to find out where the invading 
microorganisms are distributed in the host. It is known 
that when the respiratory tract is infected the micro- 
organism can be isolated from this situation; it is known 
that, as the patient recovers, antibodies are produced 
in areas far distant from the primary lesion; and it is 
believed that the areas producing the antibody must 
have been stimulated directly by the infecting agent or 
its products. What tissues distant to the obviously 
infected site have been in contact with the agent? The 
most fruitful experiments designed to answer this and 
related questions have depended on the use of 
fluorescent-labelled antibody.'* By this method the 
globulin fraction of a hyper-immune serum is con- 
jugated with fluorescein isocyanate; this labelled antibody 
combines with the appropriate antigen; and this 
antigen-antibody reaction can be seen because of the 
fluorescence. 

Coons et al., using this method as a histochemical 
stain,® demonstrated the cellular distribution of pneumo- 
coccal polysaccharides injected into the mouse, the 
distribution of rickettsia of epidemic typhus fever and 
Rocky Mountain spotted fever injected into cotton rats, 
and the distribution of mumps virus injected into 
monkeys.* In this work the labelled antigen was used 
for staining sections. Moody et al.° used immune 
labelled globulin to identify Malleomyces pseudomallei on 
films; as would be expected from knowledge of the close 
antigenic relationship between M. pseudomallei and 
M. maillei, serum made from one type stained both 
organisms. This work has been extended by Thomason 
et al.* to show the position of various antigens on organ- 
isms of the salmonella group. They have shown that the 
Vi antigen of the typhoid bacillus may not be evenly 
distributed over the surface—a result that others had 
predicted from various agglutination tests. They also 
showed that an antigen known to be present in loosely 
related salmonella showed itself in stained preparations 
as fluorescent dots round the periphery of the bacterial 
cell. This technique has not been found satisfactory for 
demonstrating salmonella in fecal smears,’ but may be 
of value for demonstrating shigella.* Similar tests have 
been used to distinguish between Entameba coli and 
Entameeba histolytica.’ These experiments yielded addi- 
tional evidence that the reaction between antigen and 
antibody is specific. 
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Last year Hobson and Mann " labelled specific antisera 
prepared with organisms isolated from the rumen of 
calves, and found it possible to identify many organisms 
by mixing on a slide small amounts of rumen contents, 
buffered saline, and labelled antiserum, placing a cover 
slip on the preparation, and viewing. Though it was 
possible to obtain results by direct microscopy, a better 
picture was obtained photographically. These workers 
state that naturally occurring fluorescing materials were 
present in rumen contents and occasionally in objects 
which absorbed conjugated antiserum; but with experi- 
ence it was possible to distinguish these from the specific 
organisms both by morphology and by colour of the 
fluorescence. 

Whitaker et al.'! used labelled antibody to investigate 
feces which had been collected from an ‘outbreak of 
infantile gastroenteritis. due to Escherichia coli 0.127. 
Films on slides were made from feces, rectal swab, and 
bacterial cultures; these were stained with labelled anti- 
globulin; and a photograph was taken. It was found that 
all faces positive by routine bacteriological test were 
positive by the new technique. In addition 61 specimens 
from cases reported as negative were tested and 39 were 
found to be positive by fluorescence; all these cases had 
been treated with neomycin, and it was suggested that 
the fluorescence showed the presence of organisms killed 
by the antibiotic. 

Globulin-fluorescein and globulin-rodamine conjugates 
have been used in the investigation of carcinogenesis ' 
and the identification of tumour cells.’* Normal tissues 
react with globulin prepared both from the homologous 
species and that prepared from many different animal 
species; malignant tumour cells show no reaction. This 
effect, which is non-specific, is believed to be due to 
physicochemical characteristics of globulin, allowing 
interactions between globulin and normal tissues that 
probably differ fundamentally from antigen-antibody 
reactions already described. 

In the elucidation of bacteriological and allied prob- 
lems labelled globulin gives an answer very similar to that 
obtained from specific antigen-antibody reactions brought 
about by other methods; and difficulties which arise in 
such reactions are likely to arise with the newer technique. 
It is known that many bacterial antigens are to be found 
in widely differing species of organisms, and in some 
organic extracts—possibly plants. Obviously a fluorescent 
body in mixed material such as feces cannot yet be 
unhesitatingly accepted as diagnostic of a particular 
bacterium or virus. Another difficulty is that labelled 
sera may impart fluorescence to tissues to which they are 
not known to be related. Such non-specific reactions 
may be reduced by absorbing the serum with minced 
kidney; and it might be necessary to absorb serum with 
human tissue if the serum were to be used for the diagnosis 
of human material. By present technique the fluorescent 
method is time-consuming and unlikely to give a reliable 
answer more quickly than the conventional methods; 
but simpler techniques will no doubt be introduced, 
and this new method may eventually prove of value to the 
routine bacteriologist. The staining of tissues with labelled 
normal globulin may become a valued method for the 
differentiation of malignant cells. 


10. Hobson, P. N., Mann, S. O. ¥. gen. Microbiol. 1957, 16, 463. 
11. Whitaker, J., Page, R. H., Stulberg, C. S., Zuelger, W. W. Amer. 7. 
Dis. Child. 1958, 95, 1. 
12. Weiler, E. Z. Naturforscher, 1956, 11b, 31. 
13. King, E. S. J., Hughes P. E. 
a 


Louis C. J. Brit. ¥. Cancer, 1958, 
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POSTMATURITY 


A. J. WRIGLEY 
M.D. Lond., F.R.C.S., F.R.C.O.G. 
OBSTETRIC PHYSICIAN, ST. THOMAS’S HOSPITAL, LONDON, S.E.1 


THE nature and management of “‘ postmaturity ” has 
always been uncertain and difficult. (I use inverted 
commas because the term has a different meaning to 
different people.) Until very recent years the student and 
the practitioner have had little or (perhaps better) 
no guidance on it. 

As Ballantyne and Browne said in 1922, the problem 
was as old as the hills. But now that childbirth has become 
progressively safer, what was formerly a minor trouble 
has gained in relative importance. 

Over the past fifty years three distinct policies seem to 
have been evolved, and each still has its adherents. The 
original policy (A)—laissez-faire, or leave it to Nature— 
was based partly on clinical experience but partly on lack 
of understanding. Dissatisfaction with this plan was 
followed by policy B—induction of labour as a routine 
so as to avoid the mechanical difficulttes that may accom- 
pany birth of a large “ postmature ” baby. The argument 
used was that it is better to induce labour unnecessarily 
many times than to run risks unnecessarily in a few cases. 
At the moment, however, support for this policy seems 
to be on the wane, and the dispute lies for the most part 
between believers in policy A and those who accept the 
latest suggestion—namely, that the real danger lies in 
placental insufficiency or inefficiency—and accordingly 
act upon policy C. 

Two statements made some years ago seem to me to 
epitomise the problem. Reynolds (1938) said: 

“Postmaturity has peculiar difficulties as a subject for 
discussion, since we have at present no definition of what we 
mean. Feetal development, well above the average as regards 
size, weight, ossification, &c., is not necessarily a result of 
prolonged gestation, just as immaturity is not synonymous 
with prematurity.” 

Similarly, in America, Adair (1940): 

* There are individuals who persistently delay in the natural 
onset of labour, each pregnancy being of longer duration than 
the average normal, the foetal size appearing to have no bearing 
on the phenomenon. The foetus may be oversize, of normal 
or below normal weight.” 


Any department of obstetrics can easily produce evi- 
dence that a large healthy baby can be born before the 
calculated expected date, and that one of normal weight 
or less may arrive in a perfectly healthy state much later. 


“The Exact Date” 

Of course there is no exact time for géstation. Indeed, 
it is a reflection on current teaching and intelligence that 
the statement is necessary at all. For is there an “ exact ” 
height or an “ exact’ weight, or a uniform or “ exact ” 
rate of urinary secretion, gastric digestion, or (for that 
matter) cerebration ? Why, therefore, should there be an 
* exact time for gestation’? Naturally, there should be 
a recognised average time for gestation; but in its calcula- 
tion there must be as many variants on one side of the 
line as on the other, and most of these variants must be 
physiological and not pathological. Hence no woman in 
her pregnancy can be given an exact date for the onset of 
labour, and any policy must be wrong if it involves 
routine interference with all pregnancies prolonged 


beyond a calculated period. If there is no “ exact date’, 
management of the condition must vary from patient to 
patient. 

The Three Policies Examined 


At this point, therefore, the road divides. Those who 
insist on some inflexible rule need read no further. The 
following comments on the three policies are made only 
to those who can agree that a precise routine is impossible. 

Policy A—leaving the onset of labour to Nature—has 
certainly much to commend it. It allows the obstetrician 
a relatively easy and peaceful life. The anxieties of the 
patient and her relatives can usually be allayed by pleasant 
platitudes or by citing the experience of many others who 
faced a similar predicament. Every woman is likely to be 
familiar with the vagaries of an oven; and indeed this 
homely comparison should not be dismissed too readily 
as foolish and misleading. All who have practised 
obstetrics will have met, as Adair suggested, many 
instances of women whose babies, of average weight and 
development at birth, consistently arrived either before or 
after the calculated expected date. What is overlooked by 
those who follow rigidly the plan of laissez-faire is that 
variations from the normal are not extremely rare and 
can often be detected by clinical observation. Such 
variables include the age of the woman and the state of 
her general health, pre-eclamptic toxemia (even in the 
mildest degree), her physical structure and that of 
the bony pelvis, and the estimated size and maturity of the 
foetus. Strict adherence to policy A cannot be justified in 
the light of present-day knowledge, slight though this is. 

Policy B postulates that after a woman passes the date 
when labour is expected there is a steadily increasing risk 
that the foetus will become unduly large and hence that 
its delivery may be difficult or dangerous. This risk, I 
agree, is real; but it certainly does not justify a policy of 
routine termination of pregnancy x days after the “‘ exact ” 
day. 

We are nowadays told, on apparently incontrovertible 
evidence, that one can forecast accurately whether the 
foetal head will pass thfough the bony birth-canal, and, 
if so, whether it will do so easily or with difficulty; but 
those who say this do not so much as hint that similar 
methods of observation can be applied to the “ post- 
mature ”’ foetus. If it is possible to diagnose minor degrees 
of disproportion before the “ exact ”’ calculated date, it 
must also be possible to do so when this day has passed. 
Either all efforts in this direction are valueless or they are 
valuable. If they are valueless, then by all means accept 
policy B; but if they are valuable a routine induction of 
labour to avoid disproportion is unjustified. The argu- 
ment is absolute. 

In actual fact, the foetus may be unduly large before the 
*‘ exact” date, either fortuitously or because the mother 
has diabetes. Foetal size may also be influenced by rhesus 
incompatibility or by congenital abnormality. Policy B 
does not take account of these possibilities. Nor does it 
take account of women whose pregnancy seems to be 
consistently prolonged over the calculated 280 days, or 
of the fact that routine termination of pregnancy is bound 
to result in some premature births. Its advocates forget 
that induction of labour, as a deviation from the normal, 
must have an incidence of morbidity. Undoubtedly there 
are advantages in policy B, but its adoption as a routine 
cannot be correct. 

Policy C, in principle, is much the same as policy B— 
substituting the pathological bogy of “‘ placental insuffi- 
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ciency ” for the anatomical bogy of the large postmature 
foetus. Nobody will dispute that placental insufficiency 


occurs and is highly dangerous to the fcetus; and it is 
likely to be worst in women who have passed their 
expected date of delivery. Accordingly routine induction 
of labour is recommended at some stated time—about 
which (very naturally) there seems to be no agreement— 
after the calculated “‘ exact ” date. This policy, however, 
appears even more illogical than policy B; for, whereas 
some attempt at least can be made to assess the size of 
the foetus in utero, at present there are no means whatever 
of assessing placental efficiency. Figures have been 
produced to show that adoption of policy C has been 
followed by improvement in perinatal mortality; but the 
extent of the improvement must be compared to an 
improvement on a national basis, and perhaps the improve- 
ment in any particular cyrgeyees or centre may have 
been from “‘ not so good ” to “‘ good ” rather than (as is 
implied) from “ good ”’ to =A. good ” 

We do, of course, know Meas A ves about the circum- 
stances likely to impair placental efficiency. Thus Baird 
(1957) has shown that, like other physiological processes, 
it is more likely to fail in women, especially primigravide, 
whose pregnancy occurs toward the end of the child- 
bearing period; and there is wide appreciation of the 
almost inevitable impairment of placental function in 
pre-eclamptic toxemia (however mild), hypertension, or 
diabetes. But Rooth and Sjostedt (1957) in Sweden, and 
later Bancroft-Livingston and Neill (1957) in Belfast, 
have failed to confirm the very foundations on which 
placental insufficiency has been related to postmaturity. 
These two sets of workers go as far as to advise that the 
supposed association between the two conditions be 
abandoned; for independently they had been unable to 
confirm the findings of Walker, Turnbull, and others of a 
diminution of oxygen-saturation in the cord blood with 
increasing gestation. Be this as it may, there is no justi- 
fication for the adoption of any routine of management, 
as advocated in policy C. 


Suggested Management of Postmaturity 


** Postmaturity ’’—i.e., the prolongation of pregnancy 
beyond the calculated (exact) date—is important because 
it is so common. Some invaluable clinical facts are avail- 
able for its management, but very few people seem to 
try to take all of them into consideration. 

1. In the first place, policy A is dead. There is no place 
at all for complete neglect, no matter how often Nature 
appears to be successful. 

2. Next, it must be accepted that there is no such thing 
as an “exact” duration of pregnancy. The arbitrary 
calculated date is useful and necessary, and in the woman 
who is being watched because of mild pre-eclamptic 
toxemia or hypertension it may be of vital importance. 
In such cases the pregnancy must be terminated. 

3. If the foetus is large—as may happen either in health 
or through disease—appropriate action should be taken 
at the appropriate time. Excessive size may be suspected 
by clinical observation either before, at, or after the 
calculated “ exact ”’ date. 

The suggestion has been made (Wrigley 1946) that, though 
an unusual increase in the size of the foetus can be suspected by 
most observers, additional help would sometimes be obtained by 
noting the changing relationship between the bulk of the foetus 
and the amount of the liquor amnii. With increasing maturity 
the cavity of the uterus appears to be occupied almost wholly 
by the foetus. But it was emphasised that such findings could 





only be assessed with any accuracy if each patient was examined 
on each occasion by the same pair of hands—which is seldom 
done in the existing clinic or mass examination system. With 
increasing maturity there is increasing muscle tone in the 
foetus, and its appreciation may be helpful. Mistakes are 
inevitable; for occasionally a small baby is truly postmature, 
and a large baby can equally well exhibit all the characteristics 
of prematurity. 

This suggestion, when first made, was criticised as esoteric, 
which was hardly just. 

4. As term approaches, every effort must be made to 
try to decide the “‘ maturity ” of the foetus, but each case 
must be judged independently. If at the expected date 
of confinement the patient appears in perfect health and 
the foetus appears to be small, I would recommend that 
the case should be watched—but watched by the same 
person. I would make an exception for the elderly primi- 
gravida, for whom labour should be induced. 

If at the expected date of confinement the size of the 
foetus seems to be normal, the case can be watched again, 
but probably not for so long. In reaching a decision, 
consideration would be given to factors such as the, 
woman’s age and parity, her height and build, and the 
shape and structure of her pelvis. 

If at term the foetus appears without doubt to be Jarge, 
and therefore almost certainly “‘ mature”, or even post- 
mature, labour should be induced. 

5. Such a policy avoids routine, and in consequence 
much unnecessary induction of labour. It makes use of 
knowledge that is readily obtainable. It takes into account 
the vital importance and influence of such diseases as 
pre-eclampsia, hypertension, diabetes, and rhesus incom- 
patibility, and of the variable efficiency of the physiology 
of gestation in the later years of the childbearing period. 

Most important is an individual assessment of each 
case—individual in that every patient who passes her 
calculated date of confinement is observed by the same 
obstetrician. 

The adoption of the plan just outlined results in very 
few patients being induced for “‘ postmaturity ”. During 
the years 1956-57, the obstetrical department at St. 
Thomas’s Hospital delivered 1600 babies with a perinatal 
mortality of 34-5 per 1000. No fcetal perinatal death in 
this series was due to intracranial injury. 
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REGIONAL HOSPITAL BOARDS AND BOARDS 
OF GOVERNORS OF TEACHING HOSPITALS 


Tue following doctors have been appointed or reappointed 
to the boards. They will hold office till March 31, 1961. New 
appointments are indicated by an asterisk. 


REGIONAL HOSPITAL BOARDS 


Newcastle.—R. V. Bradlaw, David Dickson. 

Leeds.—P. J. Moir, * E. W. Jackson. 

Sheffield. —E. C. Cordeaux, J. G. McCrie, G. C. Wells-Cole. 

East Anglia.—A. J. R. F. Johnson, J. V. Morris. 

North West Metropolitan.—Sir Harold Boldero, Horace Joules, 
J. B. S. Lewis, * Annis Gillie. 

North East Metropolitan.—* C. Allan Birch. 

South East Metropolitan.—J. R. H. Turton. 

South West Metropolitan.—* G. W. Garland, * Ivor MacDougall. 

Oxford.—G. T. Willoughby Cashell, William Ogden, * A. W. 
Henderson. 
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South Western.—R. G. Michelmore, H. L. Shepherd, G. Stewart 
Smith. 

Wales.—David Kyle, Ivor Lewis, D. E. Parry-Pritchard, * Morgan 
Williams. 

Birmingham.—J. C. Heather, Thomas McKeown, J. J. O’Reilly, 
*S.R. F. Whittaker. 

Manchester.—W.1.C. Morris. 

Liverpool.—D. Brown. 


BOARDS OF GOVERNORS 

St. Bartholomew's Hospital._—F. C. W. Capps, Sir James Paterson 
Ross. 

London Hospital.—H. B. May, J. Stanley Thomas, V. C. Thomp- 
son, Clifford Wilson. 

Royal Free Hospital.—Geraldine Barry, * C. J. Massey Dawkins. 

University College Hospital—C. W. Flemming, J. D. S. Flew, 
K. E. Harris, * M. L. Formby. 

Middlesex Hospital.—* C. J. B. Murray, * Philip Wiles (till 
March 31, 1959). 

Charing Cross Hospital—A. Doyne Bell, Norman Lake, * P. B. S. 
Fowler (till March 31, 1960). 

St. George’s Hospital.—Alastair 
* Kenneth Robson. 

Westminster Hospital.—F. Dudley Hart, W. E. Lloyd. 

St. Mary’s Hospital.—Joel Green, * R. C. Brown, * A. J. May, 
* Albert Neuberger and * E. R. Williams (till March 31, 1960). 

Guy’s Hospital.—E. R. Boland, A. H. Douthwaite, Grant Massie, 
A. Talbot Rogers, E. G. Slesinger. 

King’s College Hospital.—F. S. Cooksey, V. F. Hall, J. H. Peel, 
* A. Fisher McMillan. 

St. Thomas’s Hospital—G. H. Bateman, R. W. Nevin, J. Forest 
Smith, R. H. O. B. Robinson. 

Hammersmith, West London, and St. Mark’s Hospitals.—John 
McMichael, Charles Newman. 

Hospital for Sick Children.—James Crooks, Alan Moncrieff, A. P. 
Norman. 

Nationai Hospital for Nervous Diseases—Alan Kekwick, Sir 
Francis Walshe, * E. A. Blake Pritchard. 

Royal National Throat, Nose and Ear Hospital—Adam Gray, 
C, Gill-Carey, * N. Asherson. 

Moorfields Eye Hospital—R. C. Davenport, Sir Stewart Duke- 
Elder, C. D. Shapland. 

Bethlem Royal and Maudsley Hospitals —Sir Allen Daley, D. L. 
Davies, A. Harris, F. R. Winton. 

St. John’s Hospital for Diseases of the Skin.—F. Ray Bettley, 
Brian Russell, * A. D. Porter (till March 31, 1959), 

Hospitals for Diseases of the Chest.—W. E. Lloyd, J. G. Scadding, 
Joseph Smart, Sir Geoffrey Todd. 

Royal National Orthopedic Hospital—H. J. Burrows, J. A. 
Cholmeley. 

National Heart Hospital—G. W. Hayward, G. H. Jennings, 
Paul Wood. 

St. Peter’s, St. Paul’s, and St. Philip’s Hospitals.—A. Clifford 
Morson, J. G. Sandrey. 

Royal Marsden Hospital—W. A. Mill, R. W. Raven, D. W. 
Smithers. 

Queen Charlotte’s and Chelsea Hospitals —A. C. 
Clayton. 

Eastman Dental Hospital—F. C. Wilkinson, Katharine Lloyd- 
Williams. 

United Newcastle 
A. G. Ross Lowdon. 

United Leeds Hospitals —H. G. Garland, A. B. Pain, R. E. 
Tunbridge. 

United Sheffield Hospitals.—J. L. A. Grout, J. G. McCrie, G. L. 
Roberts, C. H. Stuart-Harris, R. B. Zachary. 

United Cambridge Hospitals.—Leslie Cole, Robert Ellis, D. M. T. 
Gairdner, J. S. Mitchell, * R. I. N. Greaves. 

United Oxford Hospitals.—G. S. Dawes, J. B. Pennybacker, * P. R. 
Allison. 

United Bristol Hospitals—C. Bruce Perry, *R. H. Butcher, 
* A. P. Gorham, * G. E. F. Sutton. 

United Cardiff Hospitals —A. S. Duncan, A. Trevor Jones, R. G. 
Maliphant. 

United Birmingham Hospitals.—Arthur Beauchamp, J. C. Heather, 
Thomas McKeown, A. B. Taylor, A. P. Thomson, * A. L. d’Abreu. 

United Manchester Hospitals.—William Chadwick, R. W. Luxton, 
Robert Platt, Walter Schlapp, * W. F. Gaisford, * H. T. Simmons. 

United Liverpool Hospitals—J. M. Leggate, * G. R. Ellis, * E. L. 
Rubin, * R. Selby. 


Hunter, D. Stark Murray, 


Bell, S. G. 


Hospitals.—S. W. Davidson, J. Gilmour, 


REGIONAL DISTRIBUTION OF S.H.M.O.s 

A CORRESPONDENT in our issue of May 17 (p. 1071) 
asked whether the number of senior hospital medical 
officers in each hospital region was known. We are 
indebted to the Ministry of Health for providing the 
following figures (for various reasons, it is hard to state 
precise numbers, so round figures only are given): 
Actual number of 


S.H.M.O.s — em- 
ployed at Sept. 


Whole-time 
equivalents 


Regional hospital board at Dec. 31, 


1956 1957 (full-time and 
part-time) 

Newcastle .. _ _ 90 140 
Leeds - a a 120 
Sheffield “ “ oo ae 150 
East Anglian : re 30 60 
N.W. Metropolitan ce od 

N.E. Metropolitan . . co ae 

S.E. ccaiaiions si <<: ae aad 1120 
S.W. Metropolitan .. oo) ae 

Oxford + 7 sai 60 120 
South Western ac a 160 
Welsh - te oo. oa 160 
Birmingham 110 180 
Manchester .. 120 200 
Liverpool .. ve ae 70 110 


It is important to note that the second column (totals 
for S.H.M.O.s in each region) includes those employed by 
boards of governors of teaching hospitals in each region, 
whereas the ‘‘ whole-time equivalents ”’ in the first column 
are for regional boards only. The whole-time-equivalent 
figures for regional-board consultants were given in our 
issue of April 26 (p. 907). 
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MEDICINE AND SPEECH THERAPY 


MuriEL MORLEY DONALD COURT 
M.Sc. Durh., F.C.S.T. M.D. Birm., F.R.C.P. 
From the Department of Child Health, King’s College, and the Royal 
Victoria Infirmary, Newcastle upon Tyne 

UNTIL not very long ago the doctor practised virtually 
by himself. Today he needs, and increasingly accepts, 
the help of many colleagues trained in disciplines different 
from his own. Nurses, scientists, therapists, and tech- 
nicians will all be necessary at some time for the proper 
understanding and treatment of patients. 

This multiplication of the techniques and the people 
involved in the care of the sick naturally complicates 
professional relationships. The doctor finds himself to 
his surprise, and not always to his liking, the conductor 
of an orchestra in which many of the instruments are 
new and unfamiliar. How should he respond to these 
new demands upon his patience and leadership? In 
an address to the Manchester Medical Society two 
years ago, T. F. Fox! said that the aim should be to 
create a “ greater medical profession ” in which everyone 
works to professional standards and experiences mutual 
professional respect. Others, however, have advocated 
a subsidiary role for such colleagues and have encouraged 
them to accept registration as medical auxiliaries. We 
have been thinking and working our way through this 
problem in relation to speech therapy, and we offer our 
experience as one way in which Dr. Fox’s general counsel 
is being applied. 

1. Fox, T. F. Lancet, 1956, ii, 779. 
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This account also seems necessary since certain critical 
letters * suggest that medical ignorance of the nature of 
speech therapy and the work of speech therapists is more 
widespread than we had supposed. 

Concise definitions are always difficult; but if we 
regard a doctor as one who, when invited, cares for the 
sick and advises the well, we might accept the definition 
of a speech therapist as “‘ one who cares for speech ”’ .* 
Her function is “ to assist the person with a speech dis- 
order to achieve speech which is intelligible, adequate 
for the life he leads, and without abnormality which 
might attract attention ”’.' 

Up to the present some 1000 therapists have qualified 
in this country, and approximately 70 are working over- 
For three years they study phonetics, normal voice 


seas. 
and speech, speech pathology and therapeutics, and 
enough anatomy, physiology, neurology, audiology, 


psychology, and psychopathology to start their rational 
understanding of speech development and speech dis- 
orders. After this training in a recognised school of 
speech therapy and the passing of a professional examina- 
tion they become licentiates of the College of Speech 
Therapists (L.c.s.T.). This college, set up in 1945, is the 
recognised qualifying body in speech therapy having 
authority to grant diplomas and develop professional 
registration in this country. Speech therapists are there- 
fore a profession in Dr. Fox’s sense of the term, since 
they “‘share a body of knowledge which they try to 
increase and transmit to new entrants, and a code of ethics, 
a set of standards which they try to follow in their work”’. 

At present there are some 700 speech therapists in 
active practice in this country unevenly distributed 
between education and medicine. A quarter are working 
in hospitals and three-quarters in relation to local educa- 
tion authorities. 

SPEECH THERAPISTS’ CONTRIBUTION 

What are they contributing to the community? First 
and foremost they are treating a wide range of speech 
disorders, in both children and adults, with practical 
awareness of the needs of those whose usefulness in the 
community is limited through a speech disability. When 
we remember that at least 3°, of all schoolchildren have 
a substantial disorder of speech, and when we list the 
disorders they present—dyslalia, dysarthria, articulatory 
apraxia, stammering, speech disturbances with deafness 
or with structural defects such as cleft palate, and other 
associated defects in the language field such as specific 
reading, spelling, and writing defects—the scope of the 
therapist’s work is plain to see. To the small speech- 
therapy unit of our own teaching hospital 307 patients 
were referred last year, 254 being children and 53 adults. 
During the year, 329 were discharged with improved or 
adequate speech, the total number of attendances made 
by patients being 3547. But speech is no marginal activity 
for the growing child or the responsible adult; and 
speech therapy, by assisting them to achieve effective 
speech, often relieves associated personal and family 
anxiety and assists development of the whole personality. 
It is not irrelevant at this point to compare this socially 
useful function with the reward that society offers in 
return. The commencing salary of a speech therapist is 
£455 and the maximum possible for the head of a depart- 
ment is £815. 


2. Brit. Med. F., 1956, ii, 768, 884, 1000, 1058, 1118 

3. Wilkins, J. I 
1948 

4. Morley, M. E 


Report of Conference on Speech Therapy; p. 3. London, 


Med. Pr. Nov. 1953, 230, 448 


NEEDS OF THE YOUNG PROFESSION 

The treatment and study of speech disorders has 
developed widely in many countries in the last thirty 
years. Speech therapy is therefore a young profession and 
is sensible of its immaturity. What are its needs—in its 
own life and organisation—at the present time ? 

The central need is for more intensive inquiry into the 
basis of speech and the real nature of the defective 
development or breakdown which confronts us in the 
speech disorders. While accepting research as one of the 
primary functions of universities, we would not advocate 
the immediate development of independent university 
departments of speech. Such departments already exist 
in many universities in the United States, but it would 
be difficult and undesirable in this country to achieve 
them in one stage. There must first be a small but 
sufficient number of speech therapists, with high technical 
ability and with academic training and judgment, to 
work in—and eventually lead—a limited number of 
university departments. The necessary steps to train and 
use such therapists should be taken now, and we under; 
stand that at least two British universities are considering 
this approach. 

In Newcastle we have so far followed the pragmatic 
approach. For the past ten years an experienced speech 
therapist, a neurologist, a pediatrician, and an educational 
psychologist have studied the natural history and attempted 
a rational classification of developmental speech dis- 
orders. The speech therapist is also a lecturer in the 
university department of education. This association of 
people concerned in everyday treatment and speech 
inquiry has now reached the point where formal recogni- 
tion by the university could be rationally considered. 
The university subdepartment of speech which followed 
such recognition might find its first home in Medicine, in 
Psychology, or in Education. Whatever the parent depart- 
ment, it would need working relationships with pediatrics, 
otology, neurology, psychiatry, neurological surgery, and 
plastic surgery. It would have a threefold charge—to 
continue and extend research, to offer graduate training 
to a limited number of selected teachers and speech 
therapists, and to work towards an undergraduate degree 
course in which speech was the principal subject. 


RELATION TO MEDICAL PRACTICE 


We have let our hopes and ideas stretch out into the 
future. What are the needs of speech therapy in relation 
to everyday medical practice ? 

In many cases working relationships between doctors 
and speech therapists do not exist at all, and must be 
created. In others the doctor, though at hand, is ignorant 
of, or uninterested in, speech disorders and unaware of 
what the speech therapist has to offer. No-one can do 
good work in continuing isolation, and there should 
always be a doctor, in hospital or in the school service, 
who is the committed colleague of the speech therapist— 
available for regular consultation and engaged in common 
inquiry. 

This will not be easily or rapidly achieved. Doctors 
came before speech therapists, and to most doctors in 
family and hospital practice speech disorders seem a 
mere drop in the ocean of real and imaginary sickness 
which is their unending concern. And since these dis- 
orders are never fatal, and the social disability they cause 
may escape the doctor’s notice, his interest is not easily 
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aroused. Speech therapists, too, because of their isolation 
may sometimes be tempted to usurp the functions of the 
doctor and offer advice to the patient which is beyond 
their scope. The language of medicine, with its powerful 
significance for the patient, may at times seem temptingly 
simple to those confined to a single and necessarily limited 
part of the field. Yet the relationship must be one 
between professional colleagues; and to regard the speech 
therapist as a medical auxiliary is unreal and unworthy. 
She is a specialist in her own field, and should be respon- 
sible for the diagnosis of the speech disorder and for 
deciding the type and length of treatment which will be 
most appropriate. 

In the teaching hospital in Newcastle, after long 
experience and careful consideration, speech therapy has 
been established as a separate unit. The senior speach 
therapist has become the therapist in charge, and medical 
responsibility is in the hands of five specialists who are 
available for consultation by the speech therapist and 
by the hospital administration and are responsible to the 
board of governors of the hospital. The specialists are 
the senior consultants in neurology, otology, and plastic 
surgery, and the heads of the departments of child health 
and psychological medicine. They are essentially the 
people who have shared in the practice and study of the 
subject in the past ten years, and we feel that it is best 
for inquiry, in this way, to precede organisation. 

The. majority of speech therapists, however, are 
working with local education authorities, and they should 
find natural allies within the school health service. Once 
again the problem is lack of enough doctors with sufficient 
understanding to work effectively with the speech therapist. 
The teaching hospitals at present, and the university 
speech departments of the future, have an important and 
largely unfulfilled responsibility to present the subject 
to medical students, teachers, school medical officers, 
and family doctors. 

We are not blind to the time and effort and patience 
which the building of more effective relationships between 
doctors and speech therapists will require. But neither 
are we in doubt about the need. In this world of news- 
papers, cinemas, theatres, radio, television, and innum- 
erable committees, felicity of language and excellence of 
diction are more necessary and more sought after than 
ever. Education, medicine and speech therapy share the 
main responsibility here, and they would do well to face 
it in a more thorough way than has been attempted so far 
in this country. 

Yet in conclusion we would keep a sense of proportion. 
This is a difficult subject and we are only at the beginning 
of understanding. The problems of sincere and effective 
communication between men and nations are broader than 
speech. We must be honest and precise about our ignor- 
ance. We still have to find practical ways of developing 
research and increasing the numbers of speech therapists 
capable of university standards and responsibility. On the 
other hand, we must avoid the monotonous multiplication 
of speech-therapy services for the sake of administrative 
tidiness or to enhance professional prestige. Finally we 
recognise “that every addition to the number and 
variety of people concerned with a given patient increases 
the strain on the judgment and resolution of the person 
responsible for the patient’s welfare’. That person 
remains the doctor; and “to hold their own in the 
Greater Medical Profession doctors will need to be very 
good doctors indeed ”’.! 


The Widdicombe File 





XLVI. MERIT AND MONEY 
My DEAR WHIDDON, 

WHILE you and the others were talking of Merit 
Awards, I having neither merit nor expectations let my 
thoughts stray to the size of my electricity bill and how 
to fish the Herring-guts pool in high water. But what 
I overheard of your conversation returned to me on the 
way home, and I am bound to say that all of you were 
barking up the wrong tree. 

There is a sum of money put aside to reward merit 
among the consultants. So long as you accept this idea 
(and would not prefer the fund to be used to reduce the 
National Debt) the argument is limited to the way in 
which it should be distributed. If you are an egalitarian 
you will say that merit is indivisible and that everyone 
should get an equal cut of the cake—like Prime Ministers 
or postmen. Alas for the vanities of this sordid world, 
but some of our colleagues are convinced that they have 
more than their share of merit and are quite agreeable to 
some financial recognition of their superior talents. 
Mere titles of honour—like the F.R.c.P. or Hero of the 
World Medical Struggle against Scabies—are not 
enough. How then shall we select the meritorious ? 

Length of service alone has, I believe, some advocates ; 
and, seeing that a grey head is reassuring, there is a lot 
to be said for it provided that we forget the word “ merit ”’. 
It would remove every imputation of favouritism, 
prejudice, and fancy and might dissuade those deepest 
in the red from migration to Botany Bay. Or the con- 
sultants might be paid ‘‘ by degrees”. For example, 
if a D.L.O. or D.C.H. is valued at £x per annum, then an 
M.D. would be worth £2x, and the F.R.C.S. £3x: an F.R.S. 
would be worth at least £5x, honorary degrees score 
double, and a Nobel prize would give game, set, and 
match. This scheme would improve the finances of the 
examining bodies, but I foresee one or two—perhaps 
minor—disadvantages. A third alternative is to estimate 
worth by its contributions to original knowledge; but 
then, I fear, the glittering prizes would fall not to sharp 
swords (or scalpels) but to chest physicians or even 
biochemists. 

I thought I knew the evils of the present system of 
selection; but, to judge from what I overheard, simony 
and nepotism are the least of the crimes committed by 
the selectors, who are, moreover, so deranged as to be 
unfit to judge the class for stump-rooted carrots at our 
flower show. Maybe this is all true; but I have a 
suspicion that what worries your colleagues is that: 
(a) they have no award; (b) they do not know how or 
why A. N. Other got his award; (c) it would be nice to 
know if they would get an award later. I sympathise with 
you on every score; but so long as the distribution of 
these gilded baubles depends upon intangible—perhaps 
indiscernible—merit, so long will 60% of consultants 
tell us that the cards were stacked before the game 
began. 

I have no doubt that we must start again. Who are 
those doctors whom we all hold in the highest honour ? 
Of this there is no doubt. They are those—not of necessity 
those with most degrees or the largest practices or the 
most clubbable—whom we others, as husbands and 
fathers, summon to the bedside of our ailing wives and 
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children. This has always seemed to me the highest 
honour which any doctor can pay to another, and the 
Georgian cream-jug (or the dozen of champagne) is 
but a poor token of our trust and gratitude. It is these 
Physicians and Surgeons in Ordinary to their unhappy 
colleagues who deserve all the rewards for merit which 
are available, and I suggest that the fee for a domiciliary 
visit to a doctor’s family should be a thumping one— 
say 50 or 100 guineas or whatever figure the fund will 
allow. The cream-jug will give some permanence to a 
reward which, thanks to the Commissioners of Inland 
Revenue, will be rather evanescent. 

It will be hard on the venereologists ? Well, the present 
scheme has not pleased everyone. 

Yours sincerely, 
Harry HAWKE. 





Public Health 





Occupation and Mental Illness 

IN a Supplement on Mental Health,' the Registrar 
General relates mental illness to occupation. Admissions 
to mental hospitals in 1952 and 1953 are analysed to 
show the diagnosis on admission and the social class of 
the patient (I professional, II managerial, III skilled, 
IV semi-skilled, V unskilled). In addition, first admis- 
sions of men aged 20 and over in the five years 1949-53 
have been specially analysed in three groups of diag- 
noses and a hundred occupation groups. 

Among males aged 20 and over, admission-rates in 
1953 for schizophrenia, manic-depressive reaction, and 
psychoneuroses were all highest for patients in occupations 
assigned to social class V. For disorders of behaviour, 
character, and intelligence classes I and V had rates con- 
siderably higher than the other classes. Estimated first- 
admission rates for schizophrenia increased from 88 per 
million population in class I to 383 in class V; for manic- 
depressive reaction rates were 235 in class I and 213 in 
class II, increasing to 392 in class V. Analysis within 
the classes suggests that certain occupational groups are 
associated with first-admission rates above the average, 
but such association is less clear in manic-depressive 
reaction than in schizophrenia. In general 

** Adverse rates appear to be connected with a high standard 
of education, with clerical work, domestic work, branches of 
the catering industry and with labouring. Why this should 
be so is open to speculation and it is difficult to separate 
cause and effect. 

“How far the actual work and how far the general living 
conditions which certain types of industry involve are con- 
nected with mental health is uncertain. Detailed ecological 
studies are required, taking in the worker’s whole environment, 
and... a start might possibly be made among those groups 
which have been shown to have exceptionally high or low 
admission rates.” 


Smallpox 

A 53-year-old man died of smallpox in New Ferry 
Isolation Hospital on May 20. He was the man mentioned 
in our note last week (p. 1135). His wife’s illness has 
been mild. Up to Tuesday of this week no further cases 
had been reported, and it is hoped that the outbreak may 
have been curtailed. 
1, The Registrar General’s Statistical Review of England and Wales for 


the two years 1952-53, supplement on Mental Health. H.M. Stationery 
Office. Pp. 208. 1958. lls. 6d 
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A Running Commentary by Peripatetic Correspondents 


THE Siamese cat was, I thought, a brilliant piece of therapy 
—much better than the hemicolectomy I had undertaken for 
the removal of Mrs. A’s cecal growth, which her Alsatian had 
brought to our attention. Mrs. A, in her late 60s, lived alone 
but for the Alsatian whom she adored; in fact affection started 
the sequence of events, for the dog jumped up to greet her and 
the blow of his paws upon her abdomen suddenly caused her 
to feel faint. She lay down, and a contrite dog, sensing some- 
thing amiss and anxious to make amends, went to lick his 
mistress’s face; once more his weight fell upon her abdomen. 
Mrs. A came into hospital and her neighbour ordered the dog 
to be shot. 

The almoner looked at me askance: must it be a Siamese, 
wouldn’t any cat do? I explained the particular merit of a 
Siamese, that it more than any other cat would recognise one 
person only as its mistress, would love its mistress and her 
alone, and would cause no accidents by boisterousness. The 
almoner grasped the idea and in no time, so it seemed, had 
succeeded; so Mrs. A was able to return home with a com- 
panion. My brainwave exceeded my best hopes. The single~ 
ness of that cat’s affections would have done credit to Penelope; 
Mrs. A was always greeted with a furry rub across her legs: not 
so her visitors. At the sound of approaching footsteps that 
cat would leap to the top of a cupboard in the hall and then 
pounce with full fury on an unsuspecting head. It had extra- 
ordinary virility; being unable to come to grips with the inmates 
of a neighbour’s aviary it sat outside the wire and gazed with 
such malignant intent that one by one the priceless birds fell 
with terror to the ground. After six had died their owner regis- 
tered a strong complaint, but on hearing how Mrs. A came by 
her cat was filled with remorse, and the ensuing friendship 
between Mrs. A and her neighbour must really be put to the 
cat’s credit. 

There’s no doubt that the idea was a masterstroke (and I 
recall with pride and pleasure how I used to draw the attention 
of the students to this, the most important part of the patient’s 
treatment). But I am growing a little uneasy. Mrs. A now has 
hepatic metastases and must soon be admitted to a home. Who 
will look after the cat ? 

* . * 

I was just about to give the injection for the I.v.p. when I 
noticed that the iodine skin test which the patient had been 
asked to apply the previous afternoon looked peculiarly yellow. 
The simple instructions delivered with the iodine ampoule had 
perhaps not been simple enough, and the patient had taken the 
ampoule, if not the instructions, untouched to his family doctor. 
The doctor advised him never to use iodine as it produced such 
reactions, and painted the forearm with acriflavine. 

- * *~ 


Our senior partner took a Bentley into partnership long 
before such a desirable symbiosis became an advertising 
gimmick. General practice must have been a most rewarding 
experience in those far-off happy times. No shouting over 
the rhonchi, no flutter of hire-purchase deeds, none of the 
contorted humiliation of the new poor as we squeeze into our 
little pressed-steel boxes. While the expense accounts and 
industrial assets glide by, we sigh for the golden years. All 
but the senior partner. He refuses to sigh for anyone. The 
Bentley’s coachwork, like his own, may look a bit battered, and 
her lines betray the years. But her works, like his own, are as 
big-hearted as ever. You might be tempted to think that they 
are dead but they won’t lie down. Not a bit of it. Neither of 
them is ready for the scrapyard yet. They’ve done a mere fifty 
thousand since they each had a rebore. Just fill them up, point 
them in the right direction, and watch for the cloud of dust. 
Proud they are of their vintage: maybe a little too proud. That 
was their undoing. The old boy wanted a few days’ fishing in 
Scotland, so my wife and I went with him, a gaff and a catheter 
in the boot. All went well until we were dawdling at 55 over 
the Rannoch Moor: then a Jaguar had the nerve to overtake. 
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The senior partner’s hackles rose up. A nicely polished 
brogue shot down. My wife gripped the edge of her seat. I 
felt the kick of adrenaline. The Bent roared with delight down 
the narrow road, over the concrete bridge, and took the Jag 
offguard on a sweeping curve. The old boy’s triumphant blast 
on the horn was more expressive than any manual gesture a 
lesser mortal might have been tempted to make through the 
rear window. But the effect was precisely the same. The 
Jaguar opened up and sat tight on our tail. Glencoe came in 
sight. I thought of the massacre. Ballachulish ferry seemed so 
far and yet so near as time and the heather flashed by. The 
Jag was pressing us hard as we thundered down the glen. The 
old man was pressing the Bentley, and just about holding his 
own, when centrifugal force took over from gravity. The road 
swung away to starboard, and we were airborne. The senior 
partner’s remarks were irreverently unsuitable for our flight. 
However, the Scottish bogs are resilient, and never perturbed to 
absorb a couple of tons of kinetic energy. We made a rather 
spectacular belly-landing, and that was that. By the time I 
had helped out the missus, old King Lear was striding over the 
blasted heath shaking his fist at the back of the Jaguar. His 
rivals were far more in need of shock treatment than he was. 
He saw the point, and came stumping back to the car. Old 
faithful never let him down. There in the cubbyhole was an 
intact bottle of Scotland’s best. It was a jolly party that 
zig-zagged into Fort William. The partnership was unbroken. 
Someday we look like having a Bent of our own. My wife is 
the old boy’s daughter. 

* . 

The chief was doing his round one morning with the regis- 
trar, houseman, and firm in attendance when he came to a 
patient who was suffering from chronic nephritis. Picking up 
the chart at the bottom of the bed he noticed that for day after 
day the urine had been marked up “N.A.D.” Turning to the 
clerk in charge of the case he said “‘ I see that you’re very keen, 
my boy, and have obviously been testing the urine every day. 
Tell me, what was the albumin content?” The clerk replied 
**T don’t know, sir.”” On being asked whether there was any 
blood present he once more replied “‘I don’t know, sir.” 
This rather upset the chief, who once more looked at the chart, 
and, seeing column upon column of N.A.D.s, asked “ Well, 
my boy, what do you mean by writing N.A.D.?” “‘ Not a 
drop, sir.” 

* . * 

The rugger type who nearly knocked over your peripatetic 
correspondent on the Holborn escalator last week is a pleasant 
soul, but an unpunctual one. He is often in a hurry. Having 
boxed a good deal, as well as playing rugby, his features appear 
hostile even when he is at his most amiable. While hurrying 
down the escalator he recognised instantly that the man he 
bumped was a psychiatrist. He also perceived that any action 
other than a hasty apology over his shoulder would lead to 
ten minutes’ discussion on underground neurosis. This would 
have made him even later than he was already. 

Many of us are prone to projection, and perhaps it is a 
conspicuous symptom in rush-hour psychopathology. 

* + ~ 

The patient from Chipping Sodbury had his cycle clips on. 
I saw on his treatment card that he had been performing 
on the static bicycle for the benefit of his knee and remarked 
that there was nothing like taking his exercises seriously. 
He blushed and apologised for not taking off the clips before 
he came in, but as he was a little late for his appointment he 
had come straight in and had not even had time to park his 
bike. 

As I saw him later, starting on his long ride home, my mind 
went back a few years and many thousand miles to Mauritius, 
where I had once watched a group of women and children 
huddling under the wall outside the door of the X-ray depart- 
ment, seeking the little strip of shade that the eaves made 
in the high summer sunshine. Soon their turn would come to 
escape from the blistering midday glare into the cool interior 
for their general ultraviolet-light treatment. 


Letters to the Editor 





IODINE PROPHYLAXIS OF GOITRE 

S1r,—In your issue of May 17 Dr. Greenwald criticises 
the proposal to iodise salt—on two grounds. First, that 
goitre in many parts of the world is diminishing in preva- 
lence; and, secondly, that iodised salt is not without its 
possible dangers, supporting his thesis with 20 references 
to the literature dating from 1885. 

The literature on goitre is so vast and often so conflicting 
that support can be found for almost any theory. Thus, as 
regards the evidence of recruits rejected because of goitre 
for military service in Switzerland, Eggenberger' declared 
at the Third International Conference that in the Swiss 
county of Appenzell the introduction of iodised salt was 
accompanied by a decrease in the incidence of goitre in recruits 
from 7%, to 0-1% in 16 years. More recently Nicod ? at the 
1953 W.H.O. Conference on endemic goitre stated: “ Un 
seul canton reste réfractaire 4 l’usage du sel iodé, c’est celui 
d’Argovie et, fait intéressant, c’est celui qui aujourd’hui 
réforme encore le plus de jeunes gens pour goitre ”. A compre- 
hensive review of no less than 939 articles in the literature 
published this month provides much further information.’ 

The second contention can be answered more concisely. 
There is no accredited record of hyperthyroidism arising from 
the prophylactic use of iodised salt. There are reports of its 
occurrence following pharmacological doses of iodine, the 
so-called Jod-Basedow.* 

However, Dr. Greenwald’s scholarly researches are of more 
than historical value: they do help to show that the distribution 
of simple goitre may be related to the geography, geology, and 
dietary habits of a country. When the overall intake of iodine 
is low, the incidence of thyroid enlargement may well be 
determined by goitrogens which do not normally affect us, 
such as calcium.° 

Dr. Greenwald’s intransigence in opposing iodised salt 
can perhaps best be countered by the statement of an 
equally staunch supporter of iodine prophylaxis, 
Dr. Kimball *: 

““ We have definitely proven that: 

“(1) Simple or endemic goitre is a deficiency disease and this 
deficiency is iodine in our food and drink. This iodine deficiency 
was caused primarily by geological conditions and has been made 
worse by our refinement of foods such as salt. 

**(2) The addition of an exceedingly small amount of iodine to our 
food in endemic goitre regions prevents goitre. The most practical 
method yet devised is iodised salt.” 

London, S.W.15. 


THE FUTURE OF THE PUBLIC HEALTH 
LABORATORY SERVICE 

S1r,—Your entertaining correspondence on this subject 
has not proved as stimulating as I had hoped, and the 
criticisms of pathologists-in-charge made by “ London 
Bacteriologist ” (April 26) and “ Hospital Bacteriologist ” 
(May 10) have fallen rather flat. 

As a pathologist-in-charge whose entire bacteriology 
department is run by the Public Health Laboratory, I 
can assure all your correspondents that, with a little 
good will, cooperation on both sides, and a sense of 
humour, the system works excellently, and, what is 
important, to the satisfaction of my clinical colleagues. 

Hospital Bacteriologist will no doubt be delighted to 
know that I would not dare, even if I so wished, to “ inter- 


1. Eggenberger, H., Messerli, F. M. Transactions of the 3rd International 
Goitre Conference; pp. 64-67. Washington, 1938. 

2. Nicod, J. L. Bull. Wid Hith Org. 1953, 9, 259. 

3. Kelly, F. C., Snedden, W. W. ibid. 1958, 18, 5. : 

4. Stanbury, J. B., et al. Endemic Goitre. Adaptation of Man to Iodine 
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Deficiency. Cambridge, Mass., 1954. 

. Taylor, S. ¥. clin. Endocrinol. 1954, 14, 1412. 

. Kimball, O. P. Transactions of the 3rd International Goitre Conference; 
pp. 57-63. Washington, 1938. 





1174 


LETTERS TO THE EDITOR 





THE LANCET 





fere”’ with colleagues bearing the imposing titles of 
Director and Deputy Director, whilst London Bacterio- 
logist may well remind himself, in his anxiety over the 
absence of bacteriological advertising matter, that, while 
appointments are still made to hospital laboratories by 
advertisement, short list, and interview at which repre- 
sentatives of the candidates’ prospective colleagues are 
present, our Public Health friends are thrust upon us by 
edict from London. 

Downtrodden as I may appear, however, I remain 
sufficiently master of my soul to disclaim anonymity. 


Group Pathology Laboratory, 
City General Hospital, 
Sheffield. 


A. J. N. WARRACK. 
TOTAL GASTRECTOMY FOR BENIGN PEPTIC 
ULCER 

S1r,—I wish to comment on the conclusion drawn by 
Dr. Balint and Mr. Gummer in their paper of May 17. 

The statement that the operation of total gastrectomy “ is 
justified in patients with obstinate anastomotic ulceration not 
arrested by adequate gastrectomy and vagotomy” requires 
modification. Until recently “‘ adequate vagotomy ”’ implied 
only an ill-defined impression at the time of operation. A 
test for completeness of vagal-nerve section at the time of 
operation has recently been described by Burge and Vane.’ 
Their experience with this test must raise doubts about 
any conclusions based on operative assessment of complete 
vagotomy. 

It would seem, therefore, that before the operation of 
total gastrectomy can be considered justified or advocated 
for adoption in the treatment of “‘ pernicious ulcerators ”’,? 
some method of testing for complete vagal-nerve section 
must be employed. 


Department of Pharmacology, 
Royal College of —~_ aM of England, 
London, W.1. 


CHARLES G. CLARK. 


SYMPTOMS AFTER CHOLECYSTECTOMY 

S1r,—May we reply briefly to certain points raised by 
Mr. Dudfield Rose (May 17) in his criticism of our article 
of May 3? 

We failed to find any evidence of biliary dyskinesia in the 
series of patients we examined at periods of 1 to 7 years after 
cholecystectomy. Mr. Dudfield Rose suggests that our con- 
clusions in this respect are unwarranted unless we carried out 
one or more of the following investigations: serial cholecysto- 
graphy, per-operative manometry, and chronovolumetric 
estimation of bile. Serial cholecystography was not part of the 
preoperative investigation in this series. We believe the radia- 
tion exposure involved is unjustified. Furthermore, the method 
requires visualisation of the gallbladder at cholecystography, 
so would have failed in 45° of our cases. Much has been 
written on per-operative manometry, but we are not con- 
vinced that valid records of biliary pressure can be obtained 
in man under anesthesia, even if premedication is omitted. 
The third method, chronovolumetric estimation of bile, is 
admitted by Mr. Dudfield Rose to be sometimes misleading. 

We found that only 7 patients (5°,,) had symptoms between 
operation and follow-up examination referable to the biliary 
tract. All had organic lesions which adequately explained the 
symptoms: stenosis of the sphincter of Oddi, pancreatitis, 
stone in the common bile-duct, and postoperative adhesions. 

All other patients with postcholecystectomy symptoms had 
extrabiliary lesions which we considered as the cause. In view 
of the necessarily brief data we gave, we are surprised that 
Mr. Dudfield Rose has been able to postulate that certain 
of these cases had hypotonic dyskinesia. The following details 
of two of the cases cited by him are typical of all cases in this 


1. Burge, H., Vane, J. R. Brir. med. F. 1958, i, 615 
2. Balint A., J., Cooper, G. W., Price, E. C. V 
nerton, F. B. A. 


‘., Pulvertaft, C. N., Swyn- 
Lancet, 1957, ii, 551. . 


group, in that the symptoms do not originate in an autonomic 
imbalance in the biliary tract. 

Case 8.—This woman has been completely relieved of her pre- 
operative biliary pain and flatulent dyspepsia: she now presents with 
lower abdominal discomfort and constipation. A clinical suspicion 
of diverticulitis has been confirmed by barium-enema examination. 

Case 10.—This woman has been similarly relieved of preoperative 
biliary pain and dyspepsia: her present symptoms are of classical 
migraine with hemicrania followed by bilious vomiting, occurring at 
the time of menstruation. 

In both cases intravenous cholangiography has demonstrated 
a normal biliary tree. 
Department of Surgery, 
Western Infirmary, 
Glasgow. 
TREATMENT OF BREAST CANCER 

S1r,—The paper from the Mayo Clinic ' and your lead- 
ing article of Feb. 1 refer to a matter of great importance; 
and, coming from such sources, their conclusions must 
carry considerable weight. 

Several of your correspondents have already com- 
mented on the statistical aspects of the Mayo Clinic 
report, but some of the clinical implications should also 
be noted. 

McWhirter,? in the paper from which the Mayo Clinic 
workers take his survival figures to compare with theirs, clearly 
defines the “‘ operable group ” (for the radical operation) and 
confines his use of the term to the Manchester clinical stages I 
and 11, excluding (a) all cases of locally advanced disease (i.e., 
all cases showing “‘ complete fixation of the primary tumour to 
the pectoral fascia or to the ribs, fixed nodes in the axilla, 
enlarged supraclavicular glands, or widespread involvement of 
the cutaneous lymphatics over the breast ’’) and (6) those with 
distant metastases. With this definition, I feel sure, the great 
majority of surgeons who practise the radical operation would 
agree ; indeed some would define the operable group even more 
strictly. 

Unfortunately, as clinical staging of breast cancer is not used 
in the Mayo Clinic, accurate direct comparison of the two 
series is not possible. However, unless the criteria of oper- 
ability (for the radical operation) at the Mayo Clinic differ very 
considerably from those elsewhere, one must assume that their 
** operable” cases in the period 1941-47 consisted almost if 
not entirely of cases in stages I and m1. Crile * has already 
pointed out the similarity of the five-year-survival figures from 
the two centres on the basis of this assumption. 

On the other hand, if this assumption is incorrect, the Mayo 
Clinic series may contain a considerable number of cases of 
locally advanced disease (as defined above). If this is so, the 
five-year-survival rate which is reported suggests that the 
radical operation is being restricted too severely in other 
centres, and all surgeons dealing with mammary cancer will 
need to reconsider their criteria of operability. In view of 
accumulated experience of the survival figures in such cases 
elsewhere, they are unlikely to do this unless the Mayo Clinic 
workers can produce figures giving the numbers of cases in the 
“‘ operable” and the “ locally advanced ”’ groups (as defined 
above) in their series, with the corresponding survival-rates 
for each group. 

It is evident that until an international system of clinical 
staging is agreed upon and put into effect no accurate 
comparison between survival-rates at different centres can 
be made, and consequently the comparative value of 
different forms of treatment cannot be assessed. It is for 
this reason particularly that the meeting of the Inter- 
national Cancer Congress in London in July, at which this 
matter is to be considered, is of such importance. 

Proceeding one step further, it would seem that the 
pathological grading of mammary cancer may well be of 


W. BuRNETT 
R. SHIELDs. 


1. Berkson, J., Harrington, S. W., Clagett, O. T., Kirklin, J. W., Dockerty, 
M. B., McDonald, J. R. Proc. Mayo Clin. 1957, 32, 645. 

2. McWhirter, R. Brit. 7. Radiol. 1955, 28, 128. 

3. Crile, G., Jr. Lancet, 1958, 1, 739. 











a 





31 MAY 1958 


LETTERS TO THE EDITOR 1175 





prime importance. Geographical differences in the pro- 
portions of tumours of high and low malignancy could do 
much to explain variations in survival figures. 

Department of Surgery, 

Dalhousie University, 


Halifax, Nova Scotia, 
Canada. 


IAN MACKENZIE. 


TREATMENT OF OBESITY 

Sir,—The letters by Dr. Mullins (April 5) and Dr. 
Badham (April 20) on the treatment of obesity com- 
pletely ignore the psychosomatic aspects of the over- 
weight patient. 

It is easy to put a patient on a diet, give appetite-reducing 
pills, and get a considerable reduction in weight. However, this 
weight is regained almost invariably once supervision is dis- 
continued. While treatment appears to have been a success, 
long-term follow-up reveals failure of such a therapeutic 
regimen. The reason for this is that increased appetite is 
considered to be the basic cause of overweight, whereas in fact 
it is only a symptom of a particular patient’s reaction to under- 
lying psychological stress. 

Patients who overeat do so because of unsatisfied oral needs. 
When they are unable to face their problems on an adult level 
they regress to the level of infancy. Just as a baby turns to the 
breast for comfort when he is unhappy, so do obese people 
overeat during periods of stress. Other*manifestations of this 
regression to the oral phase are excessive smoking during 
periods of difficulty, nail-biting, and the chewing of gum and 
tobacco. 

Obese patients require psychotherapy, which should be 
devoted to helping them to express themselves and “ getting 
off their chests ” 
this is done they will no longer find it necessary to regress and 
consequently to overeat. 


Central Islip State Hospital, 
New York. 


M. G. JAcoBY. 
TREATMENT OF ASTHMA AND HAYFEVER BY 
HYPNOSIS 

Sir,—This correspondence is of great interest to those 
who work in the field of hypnosis. 

Some allergists hold that the allergic reaction is the only 
stimulus responsible fur asthma, while others say that allergic 
disposition may be present in a patient but under normal 
conditions the allergy may be latent or mild and yield to 
conventional treatment. Under the stress of emotions, how- 
ever, it can become chronic and disabling. When this occurs 
it can again be eliminated by therapy of the emotional factors 
even though the skin-sensitivity tests remain the same. 

Herxheimer’s experiments! with house dust showed that 
among the patients giving a positive skin reaction a high 
proportion did not give any bronchial reaction. Conversely, 
some patients’ skin reaction was negative, but they had 
bronchial spasms. In 1954 he again stated *?: “* we have tested 
the skin responses of 300 patients with respiratory allergy and 
of 100 normal subjects, and have found their outcome in the 
same subject most variable. Only in three out of 21 patients 
could we reproduce exactly the same resuJt on two different 
occasions.” 

Bignall * says: “‘ Skin testing seldom aids in diagnosis and 
treatment. It is generally more profitable to explore the 
patient’s mind and his environment than the lungs, sinuses or 
hypersensitivity reactions.” 

Since we take care of people and not just their diseases we 
cannot help dealing with their emotions. The more knowledge 
the doctor possesses of the emotional factors in his patient’s 
illness, the more capable will he be in dealing with him and 
his disease. In the asthmatic, alteration of the psyche is the 
rule rather than the exception. One physician quotes the case 
1. Herxheimer, H. Ing. Arch. Allergy, 1951, 2, 40 
2. Herxheimer, H., McInroy, P., Sutton, K. H., Utidjion, H. L., Utidjion, 

H. M. D. Brit. med. F. 1954, i, 1379 
3. Bignall, J. R. Med. Pr. 1953, 230, 526 


those things which are distressing them. If 


of a patient who is sensitive to ragweed pollen, but who, 
interestingly enough, does not have these attacks when his 
mother-in-law is out of town. 

With my own asthmatic patients, Sally and Victor were 
sensitive to feathers. Robert was sensitive not only to feathers 
but also to cats and birds. Barbara was sensitive to chocolates 
while Brian could not tolerate onions or plums. Mrs, C 
could not eat pork, cheese, or eggs, while Theo could not stand 
dogs. Tim was upset by dust and also got tight and wheezy 
when the weather was dull and damp (how do you skin-test 
for that?). Mrs. B. hates gas and smoke; so does Mrs. P. 
who works in a pub. Mrs. B. cannot eat fish, potatoes, or milk 
pudding, while Mrs. D. cannot’face milk, fish, cheese, or eggs. 

With repeated reassurance under hypnosis all these patients 
have become immune to their so-called asthma-producing 
allergies. 

London, W.1. A. P. MAGONET. 


CARDIAC SYNCOPE AFTER SWALLOWING 

Sir,—In his report of a patient with cardiac syncope 

induced by swallowing, Dr. James (April 12) has given a 
rather complete explanation of some of the factors that 
may have been responsible. 
He and your readers will find it of interest to review the case 
described! by Dr. S. Glatzer, of Brooklyn. The patient, 
following digitalisation, began to experience syncope im- 
mediately after swallowing water. It was demonstrated that 
carotid-sinus pressure induced a typical syncope. Two days 
after the digitalis had been discontinued, neither deglutition 
nor carotid pressure could cause syncope. 

Dr. Glatzer felt that the sequence of events in this patient 
could be attributed to increased sensitivity of the carotid sinus, 
accompanying digitalis toxicity. He also pointed out that 
increased carotid-sinus sensitivity occurs in myocardial 
infarction. 

Thus, in Dr. James’ patient, the digitalis and the 
infarction were undoubtedly etiological factors, and so 
possibly was the midcesophageal diverticulum, with the 
carotid sinus acting as mediator for the sensitising 
influences. 


Seaside Memorial Hospital, 
Long Beach, California. 


GEORGE X. TRIMBLE. 
ALPHA TOCOPHEROL AND CONGENITAL 
ANOMALIES 

S1r,—Mr. E. V. Shute claims to have demonstrated 
that the administration of alpha tocopherol to potential 
fathers prior to conception, in cases where a previous child 
with an anomaly had already been born, was effective in 
preventing further malformations. If this were in fact the 
case, the study would be of very great importance. It 
is unfortunate therefore that Mr. Shute’s conclusions are 
open to criticism. 

He concluded, on the basis of his previous experience, that 
the risk of a subsequent abnormal child, by his definition, in a 
family where one has already been born, is 1 in 7. In his 
experiment he gave alpha tocopherol to 17 such fathers prior 
to conception. The 17 conceptions resulted in 15 normal 
children and 2 “‘ anomalous infants’. Professor Randal Cole 
concluded that the chance of getting 15 normals out of 17 in 
these families with an abnormal child was 1 in 500. This 
result was obtained, however, by reckoning in the index cases 
or propositi, who had drawn attention to the families in the 
first instance. This is inadmissible. Mr. Shute’s own method 
is the correct one (reckoning the probability by taking account 
of all the siblings except the index cases) and his experience 
showed this to be 1 abnormal in 7 sibs, which conforms as 
nearly as possible to the findings in the cases where alpha 
tocopherol was given to the fathers. 


1. Circulation, 1957, 16, 107 ; 
2. Shute, E. V. 7. Obstet. Gynec. Brit. Emp. 1957, 64, 390. 
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In other words, there is no evidence in these findings 
that the alpha tocopherol had any effect on the outcome 
of the pregnancies. 


Fountain Hospital, 


London, $.W.17. BRIAN H. KIRMAN. 


GONADAL DYSGENESIS 

Sir,—Dr. Hubble (May 10) suggests that Lawson 
Wilkins’ textbook ' contains what is already an adequate 
account of the subject of the primary testicular disorders 
of the Klinefelter group. I am sure Dr. Wilkins would 
be the last person to make this claim on his own behalf 
(see his textbook, particularly the second paragraph on 
Primary Testicular Disorders, p. 236, and the footnote 
on p. 232). Knowledge in this field is advancing exceed- 
ingly rapidly. In my own paper in your issue of May 3 
I was concerned chiefly to present facts: for instance, to 
describe testicular appearances in this condition before 
puberty, for remarkably little is known about these early 
cases; the analysis of the significance of these facts was 
necessarily brief. The views of the Glasgow group 
interested in this subject, to which I belong, have been 
stated more fully elsewhere,? and will I hope clear up 
some of Dr. Hubble’s doubts. 

It is generally agreed by those working in this field 
that the whole subject of the nomenclature of testicular 
disorders in particular, and abnormalities of sexual 
development in general, needs a thorough overhaul, and 
I believe there is some hope of an international committee 
being set up in the near future to attack this problem. 
M. A. FERGUSON-SMITH. 


Western Infirmary, 
Glasgow 


TETANUS AND IMMUNISATION POLICIES 

S1r,—No-one would deny that it is ideal for children 
to be actively immunised against tetanus, not only to 
protect against tetanus but also to avert the danger of 
anaphylactic reactions due to A.T.S. in the increasingly 
large proportion of the population who have received 
this injection. 

But it seems scarcely worth providing active immunisation 
against tetanus unless there is some way of telling in the future 
which child has, and which has not, been immunised. 
Obviously, the easiest way is to tattoo in large letters on the 
child’s body “‘ Immunised against tetanus: give booster, not 
A.T.S.”, but this and any other tattooing policy is not going 
to be accepted by our patients—and who can blame them ? 
Nor can identity discs, or cards to be carried in purse or 
wallet, be the answer. They will be lost or left at home when 
most needed. Nor is it any good relying on the patient’s 
medical record card; even if every immunisation is con- 
scientiously entered (and the vast majority are not) the record 
cards. are available only at the doctor’s surgery. Ask the 
parents ? I would estimate that half of them do not know for 
certain the diseases against which their children have been 
protected. 

What is the answer? It seems to me that the only 
possible answer is to have a national policy for immunisa- 
tion. In January my colleagues and I wrote a letter ® 
drawing attention to the veritable state of confusion that 
exists over the whole policy of immunisation and put in 
a plea for a national policy. The decision whether or not 
to immunise against tetanus, and if so whether to use 
single or combined vaccines, varies from one doctor to 
1. Wilkins, L. Diagnosis and Treatment of Endocrine Disorders in Child- 

hood and Adolescence. Springfield Ill, 1957. 


2. Ferguson-Smith, M. A., Lennox, B., Stewart, J. S. S., Mack, W. S. 
Proceedings of a Symposium on Sexual Differentiation and Development 


1958. (In the press 
3. Loudon, I. S. L., Seward, C. W., Hawkey, J. K. Brit. med. J. Jan 4, 
1 


958, 39. 


another, from one clinic to another, and from one county 
to another in a completely haphazard manner. We must 
be free to treat and prescribe for our patients according to 
our own lights, but this excess of individuality is of 
benefit to no-one. A national policy for immunisation 
would have to be worked out by some advisory body 
(for example, an M.R.C. committee), but the addition 
of poliomyelitis to the already formidable list of routine 
immunisation procedures makes this a matter of urgency. 
A plan, as simple as possible and including tetanus toxoid, 
is needed, and the argument in favour of combined 
vaccines seems overwhelmingly strong. 

The only possible objection to a uniform national plan 
of immunisation is a national dislike of uniformity. I 
confess to at least my fair share of this dislike, but in this 
particular instance it would seem a trivial objection 
against the urgent necessity for such a plan. 

“ae I. S. L. Loupon. 


Berks. 


RECORDS OF IMMUNISATION 

Str,—We agree wholeheartedly with Dr. Randall 
(May 3) that something could be done to issue permanent 
records to those people who have been or are being 
actively immunised. 

Here all casualties are actively immunised against tetanus, 
commencing six weeks after their injection of antitoxin or 
at once if they react to an intradermal test dose. The course 
was originally aimed specially at agricultural and slaughter- 
house workers, and allergic persons, but is now available to 
everyone. 

Cards have been printed specially to record these injections 
(thick yellow cards for the patient, and thinner white ones for 
filing) and an appointment system is used. So far only about 
5°. of patients who have commenced the immunisation course 
are having to be sent for a second time and about 10°, of those 
just commencing. The proportion of patients who do not 
remember to bring their yellow cards with them at subsequent 
injections is even smaller. 

By having these standardised cards the course is open 
to anyone in the district who desires it, and the coopera- 
tion of the various works’ doctors, general practitioners 
and the medical officers of health is being obtained, so 
that if any of them wish to immunise their patients they 
may do so, and after they notify us, we forward the 
patients’ cards and add their names, &c., to our own 
records. 

Casualty Department, 


Pharmacy Department, 
North Lonsdale Hospital, 
Barrow-in-Furness. 


P. A. GARDNER 
A. K. McIver. 


S1r,—I read with great interest the letter from Dr. 
Thomas Scott (your issue of May 17) on the use of toxoid 
and A.T.s. I think the points he makes should be empha- 
sised up and down the country. I think, however, it 
should be made clear to Dr. Scott that it is extremely 
difficult in a busy casualty departmer.t for anyone to find 
out if patients have previously been immunised by means 
of toxoid. 

In the nine years since I took charge of this department not 
a single patient has ever volunteered that they have been 
immunised against tetanus. I make a practice of inquiring 
from ex-Service candidates whether they have knowledge of 
immunisation against tetanus. It is rare to get dny satisfactory 
answer. 

I would suggest that in every case where immunisation has 
been carried out against tetanus, a suitable card should be 
provided for the patient in which it states unequivocally that 
this has been carried out. The responsibility for providing 
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the card should fall (a) on welfare clinics where the triple vaccine 
is used, (6) school medical officers, and (c) medical officers in 
the Forces. 


United Leeds Hospitals MaAvRICE ELLIS. 


S1r,—As a casualty officer seeing many cases of injury 
I was interested in Dr. Scott’s letter. 

It is our experience here that a large number of patients 
who attend are able to tell us that they have been treated 
elsewhere for injuries and have been given injections, but 
they have no idea what they were given or why, and in many 
cases they are extremely vague about the time of the injury. 

It has been our custom for some time past to issue all 
patients in need of toxoid with a record card, on which is 
entered the amount of the toxoid given, the date on which 
it was given, and a reminder date for the reinforcing dose. 
This card, which is of pocket size, is given to the patient with 
instructions that it should always be carried with him and 
produced whenever he has to be given any injection. The 
amount of clerical work in filling in these cards has been 
found to be negligible. 

The card, which is obtainable from Messrs. Burroughs 
Wellcome, contains space for the recording of any type of 
protective inoculation, with a small space for the blood-group. 
In our experience the patients are pleased to receive these 
cards and do appreciate that it is in their interests that they 
carry them with them, and we have no difficulty in getting 
them to report on the appropriate date for their booster doses 
of toxoid. 

Solihull Hospital H. WYNFORD JONES. 


YOUNG GIRL, OLD GIRL ? 

S1r,—In a review in your issue of May 17 you speak 
of a young girl of nineteen, making use of what is now 
accepted terminology. According to this system of classi- 
fication, a girl is unequivocally juvenile, but a young girl 
is someone considerably older who might almost be 
described as a young woman, were that permissible. It 
seems, however, that agreement is still lacking on the 
gradations that may correctly be used to bridge the gap 
between this phase and that later period when the young 
girl has finally acquired the status of an old girl. 


Bushey Heath, 


Hertfordshire F. CAMPBELL ROSE. 


ORAL TREATMENT OF PERNICIOUS ANAEMIA 

SirR,—We are grateful for the comments on our article 
on pernicious anemia by Dr. Latner (May 17, p. 1077), 
who has worked for so long in this field with such distinc- 
tion. We feel, however, that to criticise the dose given in 
the first week and yet ignore the lengthy maintenance 
period on low dosage is somewhat eccentric. We were 
quite aware that daily oral doses of 100 ug. of vitamin B,,, 
no matter in what form it was given, would produce a 
response of some kind. We were less interested in this 
initial response than in ascertaining whether the vitamin- 
B,.-peptide could maintain patients in full health over 
long periods on small doses. We believe that the literature 
is already overcrowded with reports of short-term 
responses to various preparations and we had no desire to 
confuse the picture still further. 

Although it is true that responses can be obtained 
with 5 ug. of vitamin B,,, the massive doses of “‘ intrinsic 
factor ’’ required to facilitate its absorption (one thousand 
to two hundred thousand times the amount of vitamin) 
indicate that such preparations are not really very effective 
on a weight basis. We have not attempted, as yet, to 
determine the minimal effective daily dose of our prepara- 
tion in terms of vitamin B,,, but no matter what this is 


finally discovered to be, as it is complexed with less than 
seven times its weight of peptide, it remains quite easily 
the most effective preparation for the oral therapy of 
pernicious anemia yet described. 

Lastly we do not deny that there is some factor within 
the normal stomach which brings about the relevant 
proteolysis—indeed, that is precisely what we have already 
said in our article. That, however, is totally different from 
believing in the existence of the “ intrinsic factor’, as 
currently understood, which is supposed to combine with 
pure vitamin B,, to facilitate its absorption. 

J. G. HEATHCOTE 

St. Helens Hospital. F. S. Mooney. 


“ THESE DYING DISEASES ” 


Str,—Dr. Vickers states in his letter of April 19 that 
“cases of non-specific urethritis are now the major 
problem, and these are in need of general medical investi- 
gation and care’’. If the v.D. service is disbanded, as he 
suggests, who will diagnose these cases from gonorrhcea 
and study the relation of promiscuous exposure to certain 
cases of urethritis ? Who will investigate the various types 
of non-specific urethritis and study the relationship of 
urethritis and prostatic infection to rheumatoid arthritis 
and other rheumatic conditions. I believe that the great 
majority of physicians, surgeons, and general practitioners 
are glad of the specialised help that venereologists can give 
in trying to solve these problems. 

In many of the large cities gonorrhoea itself is a major 
problem and the ultimate success of modern methods of treat~ 
ment is by no means assured. Contact tracing and follow-up 
of defaulters, therefore, remain essential to control the disease, 
and this would become impossible if the cases were scattered 
among practitioners. 

The v.p. departments have an important part to play in 
investigation of doubtful blood reactions in pregnancy. In 
the genuine cases of syphilis, treatment and follow-up of mother 
and baby can best be done through an organised V.D. service. 
The immigration from countries with a high rate of syphilitic 
infection makes this a formidable task in some areas. 

If, as Dr. Vickers states, the majority of cases of late syphilis 
are treated by the physi¢ian specialising in the organ mainly 
affected, and not by a venereologist, then the incidence of late 
syphilis in this country must indeed be high and cause for 
grave national concern, 

One important problem is not dealt with either in Mr. 
King’s original article (March 29) or in subsequent letters. 
This is the small-town clinic where in many instances 
the number of patients attending does not justify the 
expenditure on staff, buildings, and equipment. Many of 
the patients in these areas travel to the nearest large centre 
where there is less chance of casual recognition. There is 
no easy solution to this problem, and I think each indi- 
vidual clinic needs careful consideration to decide whether 
(a) better facilities would improve the attendance or 
(b) the clinic should close. 


The General Hospital, 
Birmingham. 


G. H. KNIGHT. 


S1r,—The letter by Dr. Willcox (May 24) about the 
increasing incidence of gonorrhoea in spite of antibiotic 
treatment recalls a conversation which I had with Sir 
Alexander Fleming a few weeks before his death. 

He told me that he thought the antibiotic era, especially 
in relation to venereal infections, would be over in about 
five years. I replied that although he was more able to 
judge than anyone else, surely he underrated the value of 
penicillin. 
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The alarming statistics of the increase of these “‘ dying 
suggest that Fleming’s statement was justified. 
T. ANwyL-DAVIEs. 


diseases ”” 


London, W.1 


A LOW-RESISTANCE RESPIRATORY VALVE 

S1r,—We are grateful to Dr. Cunningham (April 5) for 
pointing out*that our brief report (Feb. 22) on a low- 
resistance valve gives the false impression that the valve of 
Bannister and Cormack is not of similar low resistance. 
This was not intended. Of the many valves examined, a 
few were included in our report, and two only were 
discussed—the valve of McKerrow and Otis, which has a 
large deadspace, and that of Bannister and Cormack. The 
latter has hinged valve flaps operated by gravity, and 
although we regret that we have not had one of their 
valves to test, it seems unlikely that it could operate 
effectively during tests of maximum breathing capacity 
where respiratory rate may exceed 200 per minute. 


Pneumoconiosis Research Laboratory, S. Zw 
Braamfontein, Johannesburg. . WI. 


CHANGES IN THE LIVER IN 
GLOMERULONEPHRITIS WITH @DEMA 

S1r,—There is no doubt that the combination of renal 
and hepatic disease is not a coincidence, since both 
organs have excretory functions and may be damaged 
by the same toxic and infective agents, as in yellow fever 
and Weil’s disease. Practically all the studies published 
deal with the effect of liver disease on the kidneys. 

Boyd* could find no changes in liver-function tests in 
cases of nephritis. We studied 51 patients with eedema—caused 
by acute glo- 
merulonephri- 
tis in 13, sub- 
acute nephritis 
in 9, sub- 
chronic neph- 
ritis in 23, car- 
diac failure in 
3, and malnu- 
trition in 3. 
They were in- 
vestigated by 
means of 
several _ liver- 
function tests, 
and repeated 
liver biopsies 
stained and ex- 
amined for 
structure, 
protein, glyco- 
gen, and fat 
content. 

To summar- 
ise the results 
in the 45 
Fig. 1—In the centre is a minute focus made of cases of ne- 

one or two disintegrating liver cells infiltrated phritis: 

by neutrophils. (x 450.) 1. 





Clinical.— 

The liver was 
found to be progressively enlarging in proportion to the duration 
of the edema in 40°, of the cases of glomerulonephritis. 

2. Liver-function Tests.—The galactose-tolerance test was dis- 
turbed in 62°, and the galactose index in 80% of the glomerulo- 
nephritis cases. Bromsulphalein retention was increased in 33 
and thymol turbidity was increased in 25 Both the icterus index 
and Van den Bergh test were normal, while the alkaline-phosphatase 
figures were in the high normal range. 

3. Liver Biopsy.—Examination of many serial sections revealed 
the presence of foci of disintegrated liver cells, varying in size from 


1. Boyd, R. I. Arch. intern. Med. 1949, 83, 298. 





Fig. 2—The middle half shows a massive focus, made of several 
disintegrating liver cells infiltrated by neutrophils and lympho- 
cytes. (x 450.) 


small foci (fig. 1), made up of one or two liver cells in early cases, 
to massive necrosis (fig. 2) of one or two columns of liver cells in 
cedema of longer standing. These foci were early infiltrated with 
neutrophils, then lymphocytes, and (in the massive necrosis cases) 
later fibroblasts and regenerating liver cells around them (fig. 3) 
according to the duration of the cedema; the small foci healed 
completely. The patchy appearance of the liver cells (cuboidal cells 
alternating with clear globular vaculated cells) denoting possible 
phases of functional activities, could be confirmed in the specimens 
studied. 

The factor responsible for these changes in the liver 
may be metabolic, the result of disturbed renal function; 
it may be related to the hypoalbuminemia or vascular 
capillaries, or to bacterial emboli not dealt with by the 
liver because of loss of complement in the urinary 
protein; or it may be allergic, in view of the response of 
cedema in some cases to antihistaminic drugs ? and the 
fall in the histamine-binding power of the blood in the 
cases studied. 

2. Dorry Loutfy, Kh. 3. Egypt. med. Ass. 1951, 34, 755. 





Fig. 3—On the left is a focus infiltrated mainly by lymphocytes and 
few fibroblasts. On the right is a more chronic focus, made up 
mainly of fibroblasts. Connecting the two foci is a beginning 
band of fibrous tissue (x 200.) 
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The possible role of these changes in the production 
and degree of cedema should be considered. 
Ku. Dorry LouTFY 
M. EssAM FIKRY 
M. Et-GAZAYERLY. 


Department of Medicine, 


Department of Pathology, 
Alexandria University, Egypt. 


VISITING MENTAL HOSPITALS 

S1r,;—Mr. Woodley’s letter in your issue of May 17 
highlights the human problem!‘of the long-stay. often 
unvisited patient in our mental hospitals. 

Fortunately the picture he paints is no longer typical 
of mental hospitals in England and Wales, where most 
medical superintendents of mental hospitals welcome and 
encourage friendly visitors. 

A summary of replies to a recent questionnaire sent to 
medical superintendents of mental and mental deficiency 
hospitals in England and Wales by the National Associa- 
tion of Mental Health shows that visiting of friendless 
patients by members of voluntary organisations takes 
place in a majority of hospitals. Leagues of Hospital 
Friends, the W.V.S., Rotary Clubs, and many women’s 
organisations, such as Women’s Institutes and Towns- 
women’s Guilds, do most valuable service in this field. 

Several medical superintendents hdve indicated that 
further help would be welcomed, and this Association 
would be happy to make available details of any known 
needs to any responsible inquirers who would like to give 
help. 

_ The National Association D. McCLELLAN 

for Mental Health, London, W.1. Public Information Organiser. 


S1r,—I felt I must comment on Mr. Woodley’s letter.’ 

At Severalis Hospital we have many such patients 
whose relatives have ceased to visit for various reasons. 
These patients look forward to visits from members of 
Women’s Institutes, Inner Wheel, &c., who also send 
letters and gifts to the people they adopt and in suitable 
cases take them for outings. 

We are constantly encouraging the lay people to take 
an interest in our patients, and I am sure other mental 
hospitals do likewise. 

R. E. CLARKE 


Matron. 


Severalls Hospital, 
Colchester, Essex. 


AN ALL-IN FAMILY SERVICE 

Sir,—In your comments on our new pamphlet, 
Families with Problems (May 17, p. 1080), there is an 
admirable summary of our proposals for a family welfare 
service. You suggest that such a service would not 
necessarily reduce the number of “‘ callers on the family’s 
doorstep ” because the social worker concerned with any 
family would still be expected to call on specialised help. 
No social worker however can deal with all the medical, 
psychological, educational, and administrative problems 
that bedevil some families and he must needs be able to 
call on, for example, a doctor, a headmaster, a youth 
employment officer, or the National Assistance Board, for 
advice and help. There is no reason at all why such help 
should result in more callers. 

You are evidently concerned lest our proposals would 
require new legislation. You point to the work done by 
the social workers who have lately been given special 
responsibility for problem families under certain local 
authorities. The appointment of such workers is a wel- 
come attempt to reduce the duplication and waste of the 
present multiplicity of social services, but although they 


do a remarkable job of rehabilitation with many problem 
families, this is hardly “‘ preventive work’’. We are 
naturally pleased at any move which begins to focus 
attention on “ families’’ rather than on “ problems ”’, 
but we believe that preventive work is only possible when 
all families have access to help with their family problems 
in their early stages, either by asking for it themselves or 
by being referred by other agencies who are realising 
more and more that such matters as overcrowding, 
truancy from school, cruelty to children, non-payment 
of rent, and so on contribute to, or are indicative of, 
family stress. Such a service will certainly require new 
legislation, but social legislation must be expected to 
keep in step with the awareness of social needs. The 
family is once again being recognised as a most important 
social unit. Legislation for the family must surely not be 
delayed. SIMON YUDKIN 
London, N.3. Secretary, Council for Children’s Welfare, 
PEGGY JAY 
Secretary, Fisher Group. 


London, N.W.3. 


COMPLICATIONS OF RISTOCETIN THERAPY 

S1r,—The increasing problem of antibiotic-resistant 
organisms, discussed in your leading article of March 8, 
has stimulated the development of a variety of new anti- 
microbial agents. Among the more promising of these has 
been ristocetin, a lyophilised preparation derived from 
the fermentation broth of Nocardia luria,' and marketed 
under the trade name of ‘Spontin’. Advantages ascribed 
to ristocetin have included striking bactericidal activity 
against gram-positive bacteria and mycobacteria, the lack 
of development of resistant organisms, and the absence of 
cross-resistance with other antibiotics.” * Reported 
instances of toxicity have been few, and limited to neutro- 
penia, leucopenia, and local phlebitis at the site of intra- 
venous administration.* * Recent experience with risto- 
cetin at Walter Reed Army Hospital has prompted this 
preliminary report. 

Results to date have confirmed the potent gram-positive 
bactericidal properties and the absence of resistant organisms, 
but they have emphasised, the occurrence of toxic reactions 
especially when the dose of ristocetin was in excess of 50 
mg. per kg. Eight of ten patients in this study developed 
hematological complications, including three cases of acute 
thrombocytopenia, as well as leucopenia and neutropenia. 
Rash, hyperpyrexia, and loca! thrombophlebitis were also 
encountered. 

While contributing factors may have existed in certain 
patients, we feel that the complications were attributable to 
ristocetin, Of considerable interest was the profound thrombo- 
cytopenia observed in two patients with acute renal insuffi- 
ciency at a time when urine output was sharply curtailed. In 
one of these the blood level of ristocetin one week after dis- 
continuing therapy exceeded by threefold the customary thera- 
peutic level. In general, the complications seemed to be due to 
toxicity rather than individual idiosyncracy, and they were 
reversible upon discontinuing therapy or reducing the dosage. 
Subsequently, ristocetin has been used without adverse effects 
in a dose of 25 mg. per kg. in two cases. 

Preliminary experiments with rabbits have provided addi- 
tional confirmation of the thrombocytopenic effect of ristocetin.® 
In addition, in-vitro studies now in progress have demon- 
strated a platelet-agglutinating factor,® which, together with the 
finding of a normal bone-marrow in two of the patients with 
severe thrombocytopenia, suggests a peripheral rather than 
. Philip, J. E., Schenck, J. R., Hargie, M. F. Antibiotics Annual, 1956-57; 

p. 699. New York Medical Encyclopedia, New York, 1957. 

Grundy, W. E., Alford, E. J., Rdzok, E. J., Sylvester, J. C. ibid. p. 693. 
Romansky, M. J., Limson, B. M., Hawkins, J. E. ibid. p. 706. 


Romansky, M. J. Personal communication. 
. Gangarosa, E. J., Johnson, T. R. In preparation. 
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central toxic action. Much more investigation is needed, how- 
ever, before conclusions can be drawn concerning the mechan- 
ism of production of these effects. 

Our findings reaffirm the clinical utility of ristocetin, 
especially in enterococcal and staphylococcal infections, 
but direct attention to potentially reversible haematological 
complications, including, for the first time, thrombo- 
cytopenia. In the patients studied, toxicity seemed to be 
a function of dosage. It is suggested that appropriate 
serial hematological studies be performed in all patients 
receiving this drug, and that extreme caution be observed 
in those with compromised renal function. A more 
detailed report will follow elsewhere.*® 

EUGENE J. GANGAROSA 
Captain, Medical Corps, U.S. Army. 


Walter Reed Army Hospital, 
Washington 12, D.C 


SPONTANEOUS RUPTURE OF THE @SOPHAGUS 
AND BRONCHIAL ASTHMA 

S1r,—I was interested to read that Dr. Raffle (May 3) 
had found no previous record of spontaneous rupture of 
the cesophagus in association with bronchial asthma, for 
this accident occurred in a patient here last year. 

An obese male, aged 62, was admitted with an acute 
exacerbation of his recurrent bronchitis, from which he had 
suffered for many years. He was confused, cyanosed, dyspneeic, 
and wheezing. Improvement followed treatment with anti- 
biotics, intermittent oxygen, and aminophylline, but he 
remained confused. Nineteen days after admission his condi- 
tion suddenly worsened and he seemed to have had a pulmonary 
embolus. He died within a few hours. Postmortem examina- 
tion revealed right ventricular hypertrophy, a purulent bron- 
chitis, 14 oz. of greenish mucoid fluid in the right pleural sac, 
4 oz. of bloodstained fluid in the left pleural sac. There was a 
rupture of the stomach at the cardiac sphincter. 

The patient had not vomited before the rupture. 

I wish to thank Dr. E. 
this case 


Royal Gwent Hospital, 
Newport, Mon 


Grahame Jones for permission to report 
R. C. R. CONNOR. 


STAINS FOR SEX CHROMATIN 

Str,—According to Lindsay and Barr,’ “the sex 
chromatin lacks well-developed argyrophilic properties ” 
and “the accessory body is strongly argyrophilic and 
refractory to basic dyes; the reverse is true for the sex 
chromatin ”’. 

Forty-six years earlier Ramon y Cajal ° wrote: “ Col- 
loidal silver which always resists dyeing of the basophil 
substances and, strangely, of the nucleinic or chromatic 
framework of ordinary cells ’’, and “ colloidal silver never 
impregnates any material which is distinctly basophil, 
much less tissue treated with either neutral or: slightly 


6. Gangarosa, E. J., Landerman, N. S., Rosch, P. J., Herndon, E. G. In 
preparation 
7. Lindsay, H 


8. Ramon y Cajal, S 


A., Barr, M. L.. ¥. Anat., Lond. 1955, 89, 48 
Trab. Lab. Invest. Biol. Um 


Madr. 1910, 8, 27 





Sex chromatin: two fibrocytes in a section of colourless naevus of 
breast from a woman aged 55 (stained with silver carbonate). 


alkaline fixatives (for example, Nissl bodies, the reticulum 
of nuclein, &c.).” 

My personal experience is different, and I currently 
use silver methods in the routine dyeing of sex chromatin 
in very different kinds of healthy and pathological tissues. 
It is easily done and when the impregnation with silver 
is good (a result not always obtained) the bright appear- 
ance of the cellular picture is entirely satisfactory, 
especially for photomicrography, because of the excellent 
contrasts obtained. A good example is the accompanying 
photograph of a malignant tumour. 

My observations will be published more fully later. 


7ac y of Medicine, . . : 
ray as eee C. Barrio CUADRILLERO. 


University of Seville. 


A STRIPPER ASTRAY 

Sir,—An adventure with a vein stripper may be of 
interest and a warning. 

In a very obese woman, a high resection and “ flush tie 
of the long saphenous vein at the saphenous opening was per- 
formed. A Myers-type stripper was introduced in the long 
saphenous vein in front of the medial malleolus with the 
object of stripping out the vein. It passed up very easily 
except for a slight check in the mid-calf. A moment too late 
it was realised that the tip of the stripper had not appeared 
in the saphenous vein at the upper incision. The stripper 
could be palpated in the femoral vein at the saphenous open- 
ing, the tip being higher up. Gentle pulling failed to extract 
the stripper, the tip of which seemed to be caught or jammed 
above the inguinal ligament. Pulling was tried with the leg 
in all possible positions, and the patient was tilted feet down 
to distend the veins, but still the stripper would not come. 

It seemed almost certain that the external iliac vein would 
be torn if the stripper was forcibly pulled. Therefore an 
extraperitoneal exposure was made above the inguinal liga- 
ment. The stripper was immediately found impacted in a 
small vein in the extraperitoneal fat 1'/, in. above the inguinal 
ligament. This vein appeared to be a small tributary of the 
external iliac vein. The little vein was divided, and the tip 
of the stripper pushed through and cut off with wire cutters. 
The stripper was then easily withdrawn and the ends of the 
vein tied. The operation was completed by closing the 
incisions and the short saphenous vein was ligated behind the 
knee. The patient recovered uneventfully, and there was 
no evidence of postoperative deep-vein thrombosis. 

The lesson to be learnt from this case is that the operator 
should always know exactly how far up the leg the tip 
of the stripper has travelled. It is known that a stripper 
can enter the deep veins through one of the communicat- 
ing veins, but I have never heard of any difficulty in 
pulling the’ stripper back again. It must be very rare 
indeed for a stripper to enter the deep veins and then 
escape through a tributary, though the angle of junction 
just above the inguinal ligament might favour this. 
Usually the stripper can be felt in its passage all the way 
up the long saphenous vein, and often, in thin people, it 
can be seen through the skin as well. In obese people 
it can be very difficult to follow the course of the stripper, 
which could enter the deep veins without the operator’s 
knowledge. Perhaps the easiest way to be certain how 
far the stripper has travelled is to have another stripper of 
exactly the same length at hand so that the distance 
can be measured. 

The predicament described here occurred very easily 
and simply. The consequences could have been serious 
if the stripper had been pulled too forcibly. The impor- 
tance of knowing the exact position of the tip of the 
stripper cannot be too strongly emphasised. 

Tottenham Hospital Group, E. E. O'MALLEY. 
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RESIDENTIAL CHARGES ALLOWABLE AS 
INCOME-TAX EXPENSES 

S1r,—I have recently been successful in a claim, to 
H.M. Inspector of Taxes, for residential charges to be 
allowed as expenses, and since I am sure this will apply 
to many others I feel it should be made known generally. 

Where a married house-officer, senior house-officer, or 
registrar maintains accommodation for his wife, and holds 
a post which necessitates his being resident, a deduction, 
under paragraph 7, ninth schedule, Income Tax Act, 1952, 
will be allowed of the total additional expense for board 
and lodging which is incurred by him in the performance 
of his duties. 

I hope others affected by this will find it helpful news. 
Kent and eee oy Hospital, E. A. Harvey-SMITH. 
A SAFER WEEDKILLER 

Sir,—Your columns have often carried justifiable 
warnings of the potential risks run by farmworkers and 
spraying operators in the use of the toxic herbicides 
dinitro-o-cresol (DNC) and dinitro-butylphenol (dino- 
seb); DNC has caused 8 of the 11 fatal cases of pesticide 
poisoning in Britain since 1946. Unfortunately, farmers 
cannot control all weeds in their cereal crops by using the 
non-hazardous ‘“‘ hormone ”’ weedkillers such as 2,4-pD 
and mcpA. After a few seasons, “‘ hormone-resistant ” 
weeds accumulate, and a stronger weedkiller is needed. 
Although DNC has been safely used to control hormone- 
resistant weeds for the past six years, neither this chemical 
nor farmworkers have changed their characteristics, and 
the potential risks remain. The pesticide industry has 
therefore continued to seek safer herbicides with broader 
spectra of use against weeds in corn, and several material 
improvements on 2,4-D and MCPA have become avail- 
able in recent years. 

The most recent development is trichlorobenzoic acid 
(TBA), which, when added in quite small amounts to 
existing MCPA weedkillers, will kill or effectively control 
five increasingly common hormone-resistant weeds in 
corn—i.e., heriff (cleavers), mayweed, redshank, chick- 
weed, and knotgrass. Hitherto, many thousands of acres 
of corn have been treated with DNC simply because 
these weeds were present and predominant. 

The toxicity of TBA has naturally been studied with much 
interest. It can exist in several isomeric forms, of varying 
herbicidal activity. Their acute oral toxicity in laboratory 
animal species is low, L.D.;, values ranging from 300-1500 mg. 
per kg. depending on species, compared with 25-80 mg. per 
kg. for DNC. The most herbicidal isomers are among the least 
toxic to mammals. The oral L.D.;, of TBA in the pheasant is 
about 1 g. per kg., and in the hen over 1:5 g. per kg. Per- 
cutaneous toxicity in the rat is extremely low; 1000 mg. per 
kg., applied for twenty hours under an impermeable covering, 
caused no toxic effects. 

The cumulative toxicity of TBA was tested by dietary feed- 
ing trials with rats, lasting two months. Even 10,000 parts per 
million in the entire diet caused no mortality or obvious toxic 
effects, although there was histological evidence of cellular 
injury in liver and kidney. These effects were also present to 
some extent at 1000 p.p.m., but negligible at 100 p.p.m. 

In all, fourteen isomers of di-, tri-, and tetra-chloro- 
benzoic acids have been examined, and all had low 
toxicity in mammals. Their presence as manufacturing 
impurities would therefore not decrease the safety of 
T.B.A. in agricultural use. 

These isomers differ not only in their mammalian toxicity 
but also in their apparent mode of toxic action. Some of them 


caused an unusual “‘ myotonic ”’ effect even at non-lethal doses, 
the animals showing transient but severe muscular rigidity on 
handling. Other isomers failed to produce such myotonic 
effects, even at lethal doses. This type of myotonic response 
has already been described as one of the toxic effects of 2,4-p,! 
and is similar to that producible by veratrine alkaloids, 
9-phenanthoate, and dihydronaphthacridine.* Details of the 
toxicological studies carried out on TBA and its analogues 
will be published elsewhere. 

Laboratory investigations are not always a reliable 
indication of risks in the field. Observations made during 
experimental trials in 1956-57, in which over 4000 acres 
were treated with various TBA mixtures by farmers, 
spraying operators, and research-workers do, however, 
support the implication that TBA is virtually non- 
hazardous in use. No reports were received or evidence 
brought forward of adverse effects among users, farm- 
stock, bees, wildlife, game, or fish. 

The problem of selective weedkilling in farm crops is 
still far from solved, despite the advances which are 
occurring. It will still be mecessary to use the toxic 
dinitro-herbicides for weed control in some pea crops, or 
where cereals are undersown with clover. Nevertheless, 
it is just as pleasing to the pesticide industry as to the 
pharmaceutical industry when a new development, such 
as TBA, combines the virtues of effectiveness and every 
promise of safety in use. 


Chesterford Park Research Station, ? ; : 
near Saffron Walden, Essex. E. F. Epson. 


DISPLAYING AXILLARY LYMPHATICS IN 
MASTECTOMY 

S1r,—Many cases of lymphcedema of the arm following 
radical mastectomy and X-ray therapy are referred to me. 
I find these patients difficult to help and the operation I do 
gives only limited relief. 

One feels that damage to the arm lymphatics during opera- 
tion is the primary cause. Lymphcedema occurs more commonly 
in fat women than in thin, so greater care should be taken in 
the fat than in the thin in the extent of the axillary dissection. 
I will not go into the relative merits of radical mastectomy as 
opposed to local mastectamy in the cure of breast carcinoma, 
but to me the development of lymphaedema is a contra- 
indication to the bigger operation. 

Obviously to avoid damage to arm lymphatics and at the 
same time to remove the breast lymphatics from the axilla, 
a method of showing these different lymphatics in the axilla 
is of great value, and this can easily be done by injecting 2-5 ml. 
of 11°, patent blue into the subcutaneous tissue of the arm. 
Alternatively, a similar injection into the breast by the nipples 
will show the breast, lyinphatics. These injections give a most 
dramatic visualisation of lymphatics, and I would urge any 
surgeon who is doing a mastectomy to inject 2:5 ml. of patent 
blue into varied sites, some ten minutes before operating, in- 
jecting, in successive patients, into the subcutaneous tissue of 
the arm, intramuscularly into the arm, subcutaneously over the 
breast, intramammarily by the nipple, and between the growth 
and the axilla. Of these, the interesting one is the intramuscular 
injection of the arm which often shows no drainage via axillary 
lymphatics! I am in process of collecting data with a view to 
publication, unless I find that somebody has already done so. 
However, I would urge any practising surgeon to visualise for 
himself the lymphatics in the axilla, and he will note at once 
how many important arm lymphatics pass through the 
apparently useless axillary fat that lies above the vein. One 
warning—he should inform his anesthetist because the patient 
goes a ghastly blue for several hours. 


London, E.1. CHARLES HEANLEY. 


1. Bucher, N. L. R. Proc. Soc. exp. Biol., N.Y. 1946, 63, 204 
2. Krayer, O., Acheson, G. H. Physiol. Rev. 1946, 26, 432. 
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Pollution of Rivers 
Tue 1951 Act entrusts the defence of our rivers against 
pollution to the river boards, but it includes a proviso that for 
seven years the boards can only bring proceedings in respect 
to the discharge of trade effluents or of effluents from local 


authority’s sewage works with the approval of the Minister of 


Housing and Local Government. The Act also makes provision 
for the extension of this period by Order in Council, and on 
May 17 Mr. J. R. BEVINS, parliamentary secretary to the 
Ministry, asked for its extension for another three years. The 
temporary restriction of the boards’ powers had been imposed, 
he reminded the House, because it was feared that without 
some control over prosecutions, we might have been forced 
into capital expenditure which the country could ill afford. In 
the event, however, the river boards had been confronted with 
technical obstacles which so far had prevented them from devis- 
ing byelaws laying down permissible quantity and quality 
standards for effluents. Against this background the Minister 
had asked the Central Advisory Water Committee whether 
the seven-year period should be extended and they had 
recommended that it should be extended by a further three 
years. 

Since the 1951 Act became law, Mr. Bevins recalled, there 
had been 25 applications for the Minister’s consent to prosecute. 
Consent had been given in 7 cases and fines had been imposed 
by the courts. In the remaining 18 cases, the applications for 
consent to prosecute were withdrawn while remedial measures 
were being taken, and 5 of those were still under consideration. 
In only 1 case was consent to prosecute refused by the Minister. 
If the seven-year period was allowed to expire it would then be 
open to anyone alleged by a river board to be causing pollution 
to plead in defence that it was not reasonably practicable to 
dispose of the effluent other than by discharging it into the 
stream ; and secondly, that all reasonable and practical steps had 
been taken to make the effluent not poisonous or noxious. If the 
court accepted that plea, then the person alleged to be respon- 
sible would not be liable to any penalty. This broad provision 
in the 1951 Act has been in suspense during the last seven years 
and would remain in suspense if the period of control was pro- 
longed. Thus though the termination of the period might make 
it easier for the river boards to put pressure on alleged offenders, 
they would find it more difficult in cases of prosecution to 
sustain their argument before the court. But Mr. Bevins added 
that he would not disguise for a moment that the fundamental 
difficulty was money. So long as we had restrictions on capital 
expenditure which might prevent the extension of sewage 
treatment works we could not ignore the fears of those in 
industry lest they should be caught between the difficulties of 
capital restriction on the one hand and prosecution on the 
other. The Minister was not in any way complacent about this 
problem: where he could he was authorising capital expenditure 
for sewage treatment works and sewage disposal. Since the 
war, schemes costing more than £200 millions had been 
sanctioned and there had been a steady increase in the last 
few years. 

Members were less happy than Mr. Bevins about the pro- 
posed extension. Mr. ANTHONY GREENWOOD, as a representa- 
tive of one of the dirtiest rivers in the country, viewed it with 
a good deal of dismay and suspicion. He suggested that it 
would in fact defer for another three years the granting of 
adequate powers to the boards. Though so much money had 
been spent on sewage schemes, improvement had not been 
rapid because towns were taking more and more water out of 
rivers above the town and putting back water into the river in 
the form of inadequately treated sewage below the town. The 
flow of many of our rivers had been seriously reduced. Until 
we had a national water plan this situation would continue. The 
Ministry which was responsible for curbing development of 
sewerage schemes was at the same time allowing water authori- 
ties to deplete our streams. During the three extra years now 


asked for our streams would continue to be polluted and there 


could be serious possibility of a grave epidemic. He reluctantly 
assented to the proposal, but thought that there should be no 
further extension and that the Ministry should really get down 
to the job of seeing that the river boards could discharge the 
task which had been entrusted to them. 

Mr. EDWARD SHorT said that the River Tyne had been 
described as an open sewer. Surely it could not be healthy to 
have this great sewer running through the middle of a densely 
populated industrial area. As he understood it, the local 
authorities were under no obligation, so long as the immunity 
existed, to find alternative methods of disposal, and they were 
under no obligation to render the effluent innocuous. Yet no 
part of the country was far from the sea. It was simply a ques- 
tion of money to take the industrial waste or sewage to the sea. 
Every year great new housing estates arose, and every year 
new industries developed with new and more deadly kinds of 
waste. In the future we might have nuclear waste discharged 
into our rivers. 

Mr. BevINs agreed that in certain areas there had been some 
deterioration in the state of our rivers. But the question was 
whether the removal of Ministerial consent would help to 
lessen pollution, and whether this would be the right time to 
remove that consent. He submitted that it would be unreason- 
able, at this stage, to expose people to the risk of prosecution 
when control over capital investment might be holding back the 
construction of modern sewage works through which most 
industrial effluents should pass. The figures for capital invest- 
ment in sewerage works since the war did not support the view 
that the Government had been neglecting their duty. There 
was no evidence of a single scheme put up by a local authority 
which had been turned down, if it was essential in the interests 
of health. 

The House agreed to ask for an extension. 


QUESTION TIME 
Suicide and the Law 

Mr. KENNETH ROBINSON asked the Home Secretary what 
further consideration he had given to the legal aspect of suicide 
and attempted suicide; and if he was aware that the law of 
England and Wales stands almost alone in regarding such acts as 
criminal.—Mr. R. A. BUTLER replied: I am pursuing my study 
of this problem, which has practical aspects of no less impor- 
tance than its legal aspects. I am not yet ready to reach a 
conclusion upon it. Mr. RoBInson: Is the Minister aware 
that a joint committee, set up by the British Medical Association 
and the Magistrates’ Association, has reported in favour of a 
change in the law? In view of this weighty opinion, will not 
the Home Secretary make an early decision in this matter ?— 
Mr. BuT er: I am aware of the report. I am also aware of vari- 
ous other considerations. I think this is a very difficult subject, 
but I will undertake to consider what the hon. gentleman has 
said. 

Mr. GorpDON WALKER: Would not the Minister agree that 
this is a matter which needs as early consideration and decision 
as possible ? Would not he also agree that there are no real 
religious grounds for our law as fo attempted suicide, and that 
this was due to a judicial decision about a hundred years ago ? 
Is there not a great deal to be said for bringing our law into 
line with that of other countries ?—Mr. BUTLER: I have 
carefully studied the position in other countries and also the 
statistics of the convictions. For example, in 1956, proceedings 
were brought in 613 cases out of 5000 or more, and over 90° 
of these charges resulted in probation for the person concerned, 
and very few in sentences of imprisonment. I have also 
considered that in a minority of cases, without the power we 
have now, we might not be able to achieve the desired results, 
so that, on the facts, it is a very difficult question to decide. 

Mr. RoBINSON: Does not the Minister agree that other pro- 
visions of the law in regard to breach of the peace and mental 
health are quite sufficient to deal with the cases he has in mind ? 
—Mr. BuTLER: The Government’s approach to mental health 
is at present actual, and does bring all this subject to the fore. 
It is against that background that I am examining it. 
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Wolfenden Report 

Mr. D. L. DONNELLY asked the Home Secretary whether he 
was yet in a position to make a further statement regarding the 
Government’s policy towards the Wolfenden report on homo- 
sexuality and prostitution—Mr. BUTLER replied: Many 
representations have been made since the report was published. 
Some of them are in support of the committee’s recommenda- 
tions, but others are strongly critical. This applies both to the 
main recommendations on homosexual offences and to those 
on prostitution. It is clear that the committee’s recommenda- 
tions have stirred public opinion widely and deeply, and I 
would not propose to decide on a future course of action 
until that opinion has had the fullest opportunity of expressing 
itself, 

Composition of Milk Committee 

The Minister of Agriculture, Fisheries, and Food has set up 
a committee 

To consider the composition of milk sold off farms in the United 
Kingdom from the standpoint both of human nutrition and of 
animal husbandry and to recommend any legislative or other changes 
that may be desirable. 
The chairman will be Dr. J. W. Cook, vice-chancellor of 
Exeter University, and the 14 other members include Dr. D. P. 
Cuthbertson, Dr. Philip Evans, Dr. H. E. Magee, and Prof. 
B. S. Platt. 


. 
Scientific Research 

The Lord President of the Council has set up a committee, 
under the chairmanship of Sir Claude Gibb, with the following 
terms of reference: 

“To inquire into the techniques employed by Government 
Departments, and other bodies wholly financed by the Exchequer, 
for the management and control of research and development carried 
out by them or on their behalf and to make recommendations.” 

The five other members include Sir Solly Zuckerman, 
professor of anatomy in the University of Birmingham. 





Obituary 





Prof. GEOFFREY RAKE 


S. C. L. writes: 

Surely a measure of the impact of a personality is the 
vividness of a memory recalled from afar. I was a “ clinical ” 
with Geoffrey Rake in our first post-qualification appointment, 
and although I did not know him well then or at any time, he 
still looms out in strong silhouette against the misty back- 
ground of his colleagues—and, for that matter, of most of his 
mentors. 

It was as a student that he did his meticulous work on 
achalasia of the cardia—a fragment of research that would 
have done credit to an experienced postgraduate. He was 
serious, shy, meticulous, and obsessional, with bursts of 
gaiety. I remember him best for one incident. After a bedside 
dissertation by a senior physician on the colour of the con- 
junctivum as an assessment of the hemoglobin value, we were 
all made to examine a patient, and we guessed wildly in turn. 
But Geoffrey Rake peered down for what seemed an inter- 
minable time into the eye of the patient, stood up, said 
“ Righty-five per cent,” then reflected and said, “ No, 
eighty-three per cent.”” Much as I would like to report that 
his considered opinion was correct, I cannot, for there my 
memory returns to the mists. 





Births, Marriages, and Deaths 





DEATHS 


Coatres.—On May 24, at Bridgwater Hospital, Somerset. John Francis 
Coates, M.D., M.R.C.P., aged 50, husband of Eve, only son of Dr. 
Richard Coates of Burnham, Somerset. 


Notes and News 





EDUCATION IN HEALTH AND NUTRITION 

IN many underdeveloped countries much of the new medical 
science cannot benefit the people until they have learnt some- 
thing of the general principles that cause diseases to spread. 
How such knowledge is best given was discussed at a seminar ! 
in Bagnio, in the Philippines, organised by the Food and 
Agriculture Organisation and the World Health Organisation, 
in October, 1955. It was attended by over 70 people, doctors, 
educationists, home economists, social workers, and others 
from many countries in Asia and it was directed by an 
international staff. 

The report is written by one of the delegates. A single 
authorship allows a more lively style and outspokenness than is 
possible when, as in so many international reports, many 
authors are jointly responsible. There is, for instance, a detailed 
criticism of the organisation and planning of the seminar. 
This is useful, for the seminar itself was a major new venture 
in education, and future international seminars can profit from 
the experience gained. Although, with a large subject, the 
discussions were necessarily diffuse, a few general principles 
emerged. 

1. No educational programme can be effective unless it is based on 
a knowledge of the way of life of the people and their own desires 
and ambitions. Their beliefs, behaviour, attitudes towards health 
and disease and towards food must first be studied. This can only be 
done by living amongst the people in their village. 

2. Education must have well-defined goals and objectives. These 
must be expressed specifically for the areas in which it is hoped to 
bring about a change and must be stated in terms suitable for opera- 
tions in small villages. Full consideration must be given to the wishes 
of the community and the programme must be designed to fulfil 
needs felt by the people themselves. In drawing up plans it is neces- 
sary to consult doctors and other health workers, educationists, 
economists, and agriculturists and, most important of all, local 
community leaders. The recognition of such leaders and the enlist- 
ment of their cooperation is an essential preliminary. 

3. The techniques of education applicable for children in schools 
may be useless for adults. In particular didactic teaching is of 
limited value. Demonstrations are to be preferred and every effort 
made to involve as many members of the village as possible in the 
demonstrations. Adult teaching is best based on groups with a 
common interest, which already exists in a community. 

Much health education in the past has been unprofitable 
owing to the use of techniques unsuited to the local community. 
If waste of effort and mofiey is to be avoided, a careful attempt 
at evaluation of the results of an educational programme must 
be made. Such evaluation should not be left till the end, but 
should be made periodically to find out whether the programme 
is developing as planned. 

There is much valuable detail in this report, and all 
concerned with promoting the health and welfare of village life 
in the tropics will be able to learn something of value from it. 


INITIAL SALARIES OF CONSULTANTS AND S.H.M.O.s 

THE Minister of Health (H.M. [58] 38) has asked hospital 
boards to take account of a submission by Committee B of the 
Medical Whitley Council. The committee points out that, 
under the Terms and Conditions of Service of Hospital Medical 
Staff, consultants and senior hospital medical officers appointed 
at age 32 or over are to be paid under incremental scales, 
subject to the discretion given to boards to fix the starting 
salary up to four incremental points above the minimum: 
(1) by reason of age, special experience, and qualifications; or 
(2) by reason of age alone, where seniority has been lost 
because of service with the Forces. Committee B reports that 
a higher proportion than might have been expected have on 
appointment been placed at the minimum point on the scale. 
The committee says that boards should consider exercising 
their discretion in each case on merit; and it suggests that 
boards might look for advice to the Advisory Appointments 
Committee. 
1. Report on an International Seminar on Education in Health and Nutrition, 


By F. W. CLEMENTS (1956). F.A.O. Nutrition Meetings Report Series 
no. 13. Obtainable from H.M. Stationery Office. Pp. 91. 5s. 
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University of London 
On Nov. 21 the honorary degree of LL.D. will be conferred 
on Sir Archibald Gray. 


University of Leeds 
Dr. M. D. Sumerling has 
fellow in radiodiagnosis. 


been appointed a research 


University of Edinburgh 

The following appointments have been made: Dr. Lowell 
Lamont, Dr. Samuel Lipetz, and Dr. J. E. Margaret Munro, 
part-time lecturers in the general practice teaching unit; 
Dr. Donald Michie senior lecturer, and Dr. J. G. Howard 
lecturer, in surgical science. 

Mrs. Amy McGhie of Keswick has bequeathed half of the 
residue of her estate (estimated at over £13,000) to the univer- 
sity to set up a fund for research into mental and nervous 
disorders, 


Royal College of Physicians of London 

On Tuesday, June 10, at 5 P.M., at the college, Pall Mall 
East, S.W.1, Dr. J. N. Morris will give the Ernestine Henry 
lecture, On coronary heart-disease and occupation. 


Royal Society of Health 
Lord Cohen of Birkenhead has been elected president of 
the society. 


Cleaner Rivers 

Addressing the River Boards’ Association on May 16, 
Mr. Henry Brooke, Minister of Housing and Local Govern- 
ment, said that ** within the not too distant future we are going 
to see a quite outstanding improvement in our rivers, and my 
aim is to make their amenity value and their recreation value 
match their utility value”. Though the River Boards Act of 
1948 and the Rivers (Prevention and Pollution) Act, 1951, give 
effective powers for dealing with river pollution, it had not yet 
been possible to find more than a part of the huge amount of 
money needed to overcome the neglect of over a century. 
Nevertheless, since the war, local authorities had spent more 
than £205 million on sewerage and sewage disposal, the greater 
part on disposal works bound to benefit the rivers into which 
effluents were being put. In 1957—a difficult year—£28 million 
of works had been authorised by the Ministry, against £15 million 
in the preceding year and a pre-war average of £5'/, million. 
On top of this were the very large sums spent by industry on 
pre-treatment of trade effluents. ‘“‘ Improvement and restora- 
tion must be a gradual process. The task we have to tackle 
jointly is to determine, from time to time and from place to 
place, what limits of pollution are to be tolerated, and then to 
endeavour over the years to reduce those limits.””, Members of 
the Government had to find a balance between the many 
demands on the country’s capital resources, and a balance too 
between the interests of urban and industrial development 
(which necessitated effluent disposal and sometimes water 
abstraction) and of those who enjoy the countryside and the 
fishing, who rightly and forcefully criticised and opposed them. 

The Central Middlesex research prize for 1958 has been awarded 
to Dr. David Phear. 

Mr. A. R. Horsham has been appointed secretary of the Royal 
Institute of Public Health and Hygiene. 

Sir Kenneth Cowan is to lead the United Kingdom delegation to 
the eleventh World Heaith Assembly, which is being held at 
Minneapolis from May 25 to June 14. 

At the inauguration of the new buildings of the Medical Society of 
the University of Aix-Marseilles, the honorary degree of M.D. was 
accorded to Dr. Macdonald Critchley. 

Prof. E. G. L. Bywaters leaves on June 3 for Yugoslavia where he 
is to lecture on the prevention of rheumatism. His lecture tour, 
which is sponsored by the British Council, is being made at the 
invitation of the Yugoslav Union of Medical Societies through the 
National Commission to UNESCO. 

Ihe Leeds Medical Exhibition will be opened at the Town Hall, 
Leeds, at 2.45 p.M. on Monday, June 2, by Prof. S. J. Hartfall. It 





will remain open till June 6. 


Diary of the Week 





JUNE 1 TO 7 
Sunday, Ist 
University CoL_eGe Hosprtat, Gower Street, W.C.1 
10.15 a.M. Dr. W. R. Trotter: Thyroid Diseases. 
tion for general practitioners. 
Monday, 2nd 


INSTITUTE OF OBSTETRICS AND GYN&COLOGY, Chelsea Hospital for Women, 


Lecture-demonstra- 


: 3 
4.30 p.M. Mr. Frank Denny: Postoperative Complications in Gynzco- 


logical Practice 


Tuesday, 3rd 
POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.12 
4 p.m. Dr. Howard Burchell (Rochester, Minnesota): Uncommon Heart 
Diseases. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 p.M. Dr. R. H. Meara: Bullous Eruptions. 


Wednesday, 4th 
RoyAL Society OF MEDICINE, 1, Wimpole Street, W 
5.15 p.m. History of Medicine. Mr. Adrian Hill: 
Paint Brush. 
POSTGRADUATE MEDICAL SCHOOI 
2p.M. Prof. C. P. Beattie: Toxoplasmosis. 
INSTITUTE OF DERMATOLOGY : 
5.30 p.M. Dr. Henry Haber: Histopathology of Vesicular and Bullous 
Eruptions. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 P 
5 p.M. Dr. P. J. Lawther: Air Pollution and Disease. 
INSTITUTE OF CARDIOLOGY 
5 p.M. (1, Wimpole Street, W.1. 
Hypertension in Congenital Heart Disease. 
MeEp1Ico-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P.M. (18, Nicolson Street, Edinburgh.) Mr. 
Spastic Child. 


Thursday, 5th 
ROYAL SOCIETY OF MEDICINE 
5 p.M. United Services. Surgeon Commander Stanley Miles, Surgeon 
Lieut.-Commander J. S. P. Rawlins, Surgeon Lieutenant R. J. W. 
Lambert: Underwater Emergencies. 
POSTGRADUATE MEDICAL SCHOOL ‘ 
4p.mM. Dr. R. Bodley Scott: Treatment of Leukamia. 
NuFFIELD ORTHOP&DIC CENTRE, Wingfield-Morris Orthopedic Hospital 
Oxford 
8.30 p.m. Dr. A. M. Cooke: A Physician looks at Fractures. 
HONYMAN GILLESPIE LECTURE L 3 
5 p.m. (University New Buildings, Teviot Place, Edinburgh.) Dr. Thomas 
Anderson: Respiratory Infections in Early Childhood. 


Friday, 6th 
POSTGRADUATE MEDICAL SCHOOL ; ; ‘ 
10 a.M. Mr. I. W. MacPhee: Observations on the Genesis of Traumatic 


Shock. 
2p.M. Sir James Learmonth: Biological Reserves in Man. 


St. Mary’s Hospital 2 


1 
The Patient with the 


Dr. Howard Burchell: Pulmonary 
St. Cyres lecture. 


G. A. Pollock: The 


MEDICAL SCHOOL, Paddington, W.2 
5 p.m. Mr. Philip Rhodes: Prolapse of the Cord. 
Saturday, 7th 


Roya Society OF MEDICINE Sy ae 
General Infirmary, Leeds.) Prof. W. T. Astbury. 


10 a.M. Dermatology. 
Advance of Molecular Biology ‘ A Bo ; 
2 P.M. Prof. Gustav Riehl (Vienna): Tuberculosis of the Skin: Social 


Aspects. 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
Hospital, Ducane Road, 


W.12. Prof. Ian 








10 A.M Hammersmith 
Donald: Neonatal Respiratory Problems. 
Appointments 
BoreHAM, P. F., M.cHIR. Cantab., F.R.C.s.: consultant surgeon, North 


Gloucestershire clinical area. 

Fioop, C. M., M.D. Lond., M.R.c.0.G.: honorary assistant obstetrician and 
gynecologist, Hospital of St. John and St. Elizabeth, London. | 
KeirH, Marjory A., M.D. Edin., F.R.C.P.£.: part-time consultant physician, 

Bruntsfield and Elsie Inglis Hospitals, Edinburgh. 
ROBERTSON, R. F., M.D. Edin., F.R.C.P.E.: consultant physician, Longmore 
and Deaconess Hospitals, Edinburgh. 
RosINson, J. O., M.cHiR. Cantab., F.R.C.S.: part-time consultant in general 
surgery, St. Bartholomew’s Hospital, London. 
Topp, I. P., M.s. Toronto, F.R.C.S.: part-time consultant in general surgery, 
St. Bartholomew’s Hospital, London. 
The Hospital for Sick Children, 
London: 
Eastwoop, Rosai E. B., M.B. Glasg.: resident officer, departments of 
neurology and neurosurgery. ' 
NewMan, C. G. H., M.B. Lond., M.R.C.P., D.Cc.H.: house-physician. 
Wuite, R. H. R., M.B. Cantab., M.R.C.P., D.C.H.: medical registrar and 
pathologist. 


Great Ormond Street, 


CORRIGENDUM: Pre-eclamptic Toxemia.—In the letter by Professor 
Gray and Dr. Rinsler (April 12, p. 794) reference 4 was incorrect. 
It should have read: Migeon, C. J., Bertrand, J., Wall, P. E. 7. clin. 
Invest. 1957, 36, 1350. 
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In hay fever and 
perennial vasomotor rhinitis 














: ' . For initial, supplementary 
* is highly effective with a very small dosage or routine therapy 
PIRITON TABLETS 
Each tablet contains 4 mg. Piriton 


* relieves symptoms in 10 to 30 minutes (chlorpheniramine) maleate. 
Bottles of 25 and 500 tablets. 


For sustained relief 
PIRITON DUOLETS 
Each Duolet contains 8 mg. 


* does not cause drowsiness 


* is virtually without side-effects even after Piriton (Chlorpheniramine) 
us maleate; 4 mg. in the outer she 
prolonged ° for immediate action and 4 mg. 


in the specially-coated inner- 
core, for delayed action. Bottles 


* is suitable for administration to children of 25 and 250 Duolets. 
F ct 
* is available in a complete range of dosage PIRITON INJECTION 


Contains 10 mg. Piriton (Chlor- 
maleate in 1 c.c. 


forms 
pheniramine ) 
Boxes of 5 & 100 ampoules of 1 c.c. 





STANDARD REFERENCE CARD ON APPLICATION 
Manufactured in England by ALLEN & HANBURYS LTD LONDON E2 


N58/106/H 
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inore I faw of the great powers of this plant, the 


more it feemed neceffary to bring the dofes of it to | 


the greateft polfible accuracy. *% “0 16% a0 “tt 


tag-se et QpPn-- Sr ir eerne gad. ~- William Withering, M.D., 1785 


‘The great powers of this plant” 
are brought to the physician of today 
in the form of the pure crystalline cardiac glycoside 


lanatoside C— 


dilanid 
BY SANDOZ 


z 
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combining all the classical actions 
of Digitalis leaf with “the greatest 
possible accuracy of dosage,” 
rapid onset of therapeutic action, 
and rapid elimination to ensure 
that the effects of overdosage 


are short-lived. 


TABLETS 0.25 mg. lanatoside C 
SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2ml. contain 0.4 mg. desacetyl-lanatoside C 





Sandoz Products Limited 
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23 Great Castie Street 


London W.1 


ne nena tne? 


| 
| 





THE LANCET ADVERTISERS’ ANNOUNCEMENTS 31 May 1958 


The SAFE 
Infants Sedative 










FORMULA 
Pyridoxin. Hyd. B.P.C. . .. 2 mg. 
Ammen: Tyg BPs. ei 1 mg. 
Poten, Bromid: BP... | Sse mg. 
Chloral Hydrat. B.P. . . . . 60 mg. 


in each fluid drachm 


Irritability and restlessness in infants may 
be caused by deficiency of the vitamins 
pyridoxine and aneurine. PHAI DRONE combines 
Bromide and Chloral in a well-established and 
safe dosage, together with adequate amounts of 
the vitamins to correct any deficiency. Pleasantly 
flavoured for easy acceptance. 


DOSAGE—1 to 4 fl. drachms according to 
age, to be repeated in 6 hours. 


PACKINGS—4, 16, 32 and 80 fl. oz 


Professional samples available on request. 


PHILIP HARRIS LTD 


144 Edmund Street, Birmingham, 3. 











Telephone: Central 4211 (¢ lines). Telegrams: ‘‘Science, Birmingham’’. 












ah ee 1% = 
THE PROBLEM OF ASTHMA § 


A search for the causative origin of asthma can indeed be a tedious one, but 
always the underlying factor—BRONCHOSPASM—<an be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been 
introduced, have for years relied implicitly on FELSOL for the instant relief 
it gives in an attack of asthma, no matter what the basic cause. 
FELSOL acts directly on the bronchial musculature and indirectly 
through the vagus and sympathetic 








Rapid in action—Prolonged in effect 
Full relief in perfect safety 








Clinical sample and literature on request. 


BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 
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THE UNITED 








COMPANIES ('P 














Stainless Steel is a very strong, durable material. It is easy “SILVER FOX”? 


to clean. That is why its application to hospital equipment, 


laboratory ware and hospital table ware is extending very RY OF; 0 Os) BORER & 29 7 DRY 


rapidly. It is an excellent investment. 


SAMUEL FOX & COMPANY LIMITED - STOCKSBRIDGE WORKS - SHEFFIELD 


A subsidiary company of The United Steel Companies Limited 
F440 





Leukzmatous and Venous deer 
of the leg, treated by 
LESTREFLEX STRAPPING 


The diagram on the left 
shows the case of an ulcer 
54” x 94” treated with compres- 
sion bandaging by Lestreflex 
Diachylon. 


Healing took 7 months. 


The photograph shows a sound 
scar seen 14 months later. 






The pressure bandaging was 
maintained for 1 year, changed 
every 6 to 7 weeks. 


Use Dalzoband Zinc Paste ban- 
dage as an under-cover for 
sensitive skins. 


For pressure therapy in con- 
nection with the treatment of 
Varicose Veins, Dalzofoam is 
recommended. 


LESTREFLEX 


DIACHYLON 


BANDAGE 


Send for samples and further 
details to the manufacturers :— 


DALCWM™MA §& wee se eR rer ereweer: +. 8 Se SS 
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RELIEF OF RESPIRATORY DISTRESS pray tig 
uCe to t 
THE ANTIDYSPNG@IC coco 4 Medical Profession. 
: SUPPOSITORIES | 
j ANDORAL | 
| TABLETS FOR | 
| apuLTt AND 
CHILD 
| MEDICATION 
BAILLY i 


secacsann rpiscaee, 





| ANTALBY possesses a rapid and | INDICATIONS: Essential or 


I 
effective action in relief of spasm | Symptomatic Asthma, Dyspnoea 
1 
! 
| 
1 






of pulmonary Emphysema and 
chronic bronchitis, cardio-vascular 
dyspneea. 





of the bronchial musculature and 






stimulates the respiratory centre. 











packings basic N.H.S. prices 













Tablets: Tinof30 ...... .. . . 3/5$ plus 1/- purchase tax 

- Dispensing pack: 250 tablets . . 24/- plus 7/2} purchase tax 
Suppositories—Adults: Carton of 6. . . 3/5$ plus 1/- purchase tax 

+ " Children: Carton of 6 . . 2/10 plus 10d. purchase tax 






Active constituent — 
—— -_ 
aminobenzoate 0, 

BAILLY LTD., LONDON Piperazine. 


Sole Concessionaires: 


BENGUE & CO. > LTD. Manufacturing Chemists 


Sample and literature 
to the medical pro- 
fession on request. 








MOUNT PLEASANT ~- ALPERTON «© WEMBLEY - MIDDLESEX 
a. , : 
IOr High tensile strength 


REGO. 


DAVIS & GECK 


SURGILAR 
HEAT STERILIZED GUT IN PLASTIC ENVELOPES 


SURGILAR envelopes are 
packed in wide-necked 
jars for easy and quick 
removal. Jar solution 
ensures complete safety. 
A full range of plain 
and chromic gut is now 
available. 





Gives surgeons improved gut 
High Tensile Strength 


Loose coil packaging delivers a 
stronger, more flexible strand 





STANDARD LENGTHS (Sterilized) 


Keeps kroken glass out of No. Type Length Sizes Package 
the theatre 4405 PLAIN 5 fc. 4-0 to 3 Jars of 1 doz. and 
Non-boilable 3 doz. envelopes 
9 4445 MEDIUMCHROMIC 5 fe. 4-0 to 3 Jars of 1 doz. and 
Saves 1/3rd nurses handling time Non-boilable 3 doz. envelopes 


Saves 50% storage space ye WRITE FOR FULLY DESCRIPTIVE BOOKLET 


Sole Distributors in United Kingdom: 





"4 Head Office: THE OLD MEDICAL SCHOOL, PARK STREET, LEEDS 1. 
‘ca: Tel.: 20085 (5 lines). Cables: ‘‘Aseptic, Leeds 1."" Also at Johannesburg 
London Office: 38 WELBECK STREET, LONDON, W.1. Tel.: WELbeck 8152/3. and Cape Town. 
LEEOS& 
Wel ielel, | Made in United Kingdom by CYANANMID of Great Britain Ltd. 
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The intermediate bonus 
on claims arising during 


1958 under with-profits 
aa policies has been raised 
by yet another 2s., from 
44s. to 46s. per cent. per 
annum compound for 
each premium paid since 


31st December, 1953 





A worthy addition to the Unique Record and a 
good augury for the vested bonus to be declared 
at the division of profits at the end of 1958. 


For particulars of how you may become a member 
of this vigorous profit-sharing Society write to 





‘a k 


SCOTTISH WIDOWS? 
FUND 


AND LIFE ASSURANCE SOCIETY 


Head Office: 9 St. Andrew Square, Edinburgh, 2. 


London Offices: 28 Cornhill, E.C.3 
17 Waterloo Place, S.W.1. 


VERSATILITY 
is what You need 


PHOTOCOPIES 


anything—best of all 
for periodicals, books, 
papers in files, etc. 
Fully portable. Choice 
of document papers. 










Copies in 
seconds 
with 
CONSTAT 
Processor 





CONSTAT Processors £20 (9”), £27 (14”) 
CONTOURA Photocopiers £12 to £42 
Write or telephone to 


CONTOURA PHOTOCOPYING LTD. 
56, Islington Park St., London, N.1 (Canonbury 7900) 























Sixth Edition Now available 


PRINCIPLES OF 
MEDICAL STATISTICS 


By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S, 


Demy 8vo. 3144-x. 10s. 6d. net, plus 10d. postage. 


Revised and enlarged (containing a new chapter on 
Clinical Trials and 16 pages of random sampling 
numbers) 

The Lancet Limited, 7, Adam-street, Adelphi, 
London, W.C.2 


UNITED STATES OF AMERICA AND CANADIAN SELLING 
RIGHTS HELD BY OXFORD UNIVERSITY PREss, INc. 
114, Fifth Avenue, New York, 11, N.Y., U.S.A 











CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A private Nursing Home for patients suffering from all forms of 
Nervous and Psychological illness. Forty-four patients of both sexes. A 
certain number of elderly patients received. All modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified Insulin, ete. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 

Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 


SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 


For forms of admission, &c., apply to the Resident Physician 
CEDRIC W. BowER. 


INTERVIEWS IN LONDON BY APPOINTMENT. 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres. 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 

There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 

Resident Physicians—BERTHA M. MULES, M.D., B.S. 





THE MEDICAL PROTECTION SOCIETY .Limitep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 
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ST. ANDREW’S HOSPITAL ttentac oisorvers 
* MENTAL DISORDERS 
PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 

WANTAGE HOUSE. This is a Reception Hospital in det 
admitted. It is equipped with all the apparatus for the complete 
the most modern methods; insulin treatment is available for suitable 
bacteriological and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening. and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home 
Llanfairfechan, amidst the finest scenery in North Wales. On the North-West 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The 
house on the seashore. There is trout-fishing in the park. 

Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who can be 


ached grounds with a separate entrance, to which patients can be 
investigation and treatment of Mental and Nervous Disorders by 
cases. It also contains Laboratories for biochemical, 


of St. Andrew's Hospital is beautifully situated in a park of 330 acres, at 
side of the Estate a mile of sea coast forms the 
» Hospital has its own private bathing 


For terms and further particulars apply to the 
seen in London by appointment. 


BOWDEN HOUSE |HEIGHAM HALL, NORWICH 


HARROW-ON-THE-HILL, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
Established in 1911 Tel.: BYRon 1011 & 4772 of treatment carried out. Accommodation for Alcoholics and Addicts 
(Incorporated Association not carried on for profit) 

, - | available. Special Geriatric Unit now open. Fees from 7 gns. per week 
A private clinic for the treatment of the neuroses and nervous | ummetds aauordinn te eaanteitintth 
disorders by psychotherapy and all modern physical therapies. | P _ 9 sata as 
ipply: MEDICAL DIRE€TOR 





Apply to Dr. J. A. SMALL Telephone: Norwich 20080 
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Sheffield United Hosp sr. H.O 


Southport Gen. Infy. H.O.’s 

Stockport Infy = O. or Sr. H.O. 

Welsh Regional eau Pre-reg 
H. oO 

W Bromwich & Dist. H.M.« Pre 
¢ H.O 

Westcliff, Essex Sr. H.O 

Winchester Royal Hants County. 
Pre-reg. H.O 

Wolverhampton Royal Pre-reg. 


H.0O.'s 


New Zealand Otago Hosp. Board. 


Sr. Asst 


NEUROLOGY 





Regs. & Sr. H.O 


NEUROSURGERY 

Manchester United Ho 
ynford. Oldcehurch Sr. 

South East Met. R.H.B. Reg. 





OBSTETRICS AND GYN2COLOGY 


Hammersmith Hosp «& Inst of 


th London Hosp. for Women & 
Child., 8.W.4. Locum Reg 
South London Hosp. for Women & 


Aviesbury stoke Ma Fm, lle H.O. 
Blackburn & Dist. H.M.C, H.O 


Burton-on-Trent. Gen. Pre-reg. H.O 
Chelmsford St. John’s. Locum Reg. 
Chesterfield Scarsdale Reg. 
Colchester Group H.M.( H.O 

( kfield, Sussex. Pre-reg. H.O 
Leamington Spa Warneford Gen 

1.0 

Liver] { d Hos Sr. H.O.’s 
N r I Hosps sr. H.O 


& H.O.’s 
tingham. Highbury. Sr. H.O 
rd R.H.B Locun t 








Oxford R.H.B. Reg 
Rhymney & Sirhowy Valleys H.M.« 


Romford. Oldchuret Sr. H.O 

Stafford H.M.¢ Sr. H.O 

Welsh Regional Bureau. Pre-reg. 
H.O.'s 

New Zealand. Otago Hosp. Board. 
Asst. & Lecturer (Jr. Specialist) 


OPHTHALMOLOGY 

Liverpool United Hosps. Sr. H.O.’s 

Mar ester United Hosps H.O 

Manchester United Hosps. Reg 

Nottingham Eye. Sr. H.O 

Shrewsbury Eye, Ear & Throat. Sr 
H.O 


ORTHOP £ZDICS 
Hammersmitt , Hosp & P.G. Med. 
l 


ol, W.12 Reg 





Lord tend Treloar Ortho- 
Reg 
im Gen H.O 
mers Gen <r. H.O. & Locum 
Sr. i oO on ‘ — 
Brighton Gen. Pre-reg. H.O 
Burton-on-Trent Gert Pre-reg. H.O. 
Cardiff. Prince of Wales Orthopedic. 
“sy H.O 
Chertsey. St. Peter Sr. H.O. or 


Pre-reg. H.O 

ter Group H.M.« H.O 
Cuckfield, Sussex. H.O 

Cuckfield, Sussex. Sr. H.O 

Leeds R.H.B. Reg 

Liverpool | nited Hospe Sr. H.O.’s 





Mar r R.H.B. Reg 
Ma r United Hosps H.0O.’s 
Portsmouth Group H.M.¢ Pre-reg 
le. H.O 
Oldehur H.O 
I | Salop_ Infy 
H.O 
sh g mal Bure Pre-reg 
H.0.'s 
Wolverhampton. Roya Sr. H.O. 


PZDIATRICS 
Brook Gen., S.E.18. H.O 


Hosp. for Sick Child., W.C.1. Sr. Reg. 
Queer Elizabeth Hosp for Child. 







Lingfield Hosp. School. for Epileptic 
Child Deputy Med. Supt. (Sr. 


mal Hosps. for Nervous Diseases. 








ngham Dudley Road. H.O.’s 


Luton & Dunstable. H.O. 

Manchester Royal Manchester 
Child’s. Sr. H.O. & H.O.’ 

Manchester United Hosps. H.O. 

Portsmouth Group H.M.C.  Pre-reg. 
H.O. & H.O 

Shrewsbury. 
H.O. or H.O ‘ a 

Stoke-on Trent. City Gen. Sr. H.O. 


Royal Salop Infy. Sr. 


Welsh Regional Bureau. Pre-reg. 
H.O.’s : : 

Windsor. King Edward VII. Pre- 
reg oO - ; a 

Wolverhampton Royal. Pre-reg. 
H.O 


PATHOLOGY 
Hosp. for Sick Child., W.C.1. Cons. 
Birmingham R.H.B. Reg. ea 
Liverpool R.H.B. Sr. H.M.O. 
Liverpool United Hosps. Sr. a 0.’s 
Manchester. Wythenshawe. H.0. 
Pontypridd East iemseanen. sr. 
H.O : . 
New Zealand Hawke's Bay Hosp. 
Board, Napier. Pathologist , 
South Africa Provincial Admin. of 
Cape of Good Hope. Med. Pract 


(Grade G 


PHYSICAL MEDICINE 

Middlesex, W.1. Sr. H.O. 

St. James’, S.W.12. Locum Reg. 

Isleworth. West Middlesex. Reg. 

Worthing Group H.M.C,. & Chichester 
Group H.M.¢ Reg. ; 


PSYCHIATRY 

Fountain Group H.M.C. Jr. H.M.O. 

North West Met. R.H.B. Sr. H.M.O. 
& P.-t. Sr. H.M.O 


Birmingham All Saints’. Sr. H.O. 

Birmingham All Saints’ H.M.C. 
Locum Jr. H.M.O. , : 

Bromsgrove Barnsley Hall. Jr. 
H.M.O : 

Derby Kingsway teg 


Ilkley s« omg Jr. H.M.O 

Manchester R.H.B. Reg. 

North West Met. R.H.B. Sr. Reg. 

South West Met. R.H.B. Reg. 

St. Albans. Shenley. Sr. O. - 

Wakefield. Stanley Royd. J1 H.M.O. 
or Sr. H.O . 

Northern Ireland Hosps. Auth. Sr. 
H.M.O 


RADIOLOGY 

Guy's E.1. Reg. 

Mide fest sex, W.1, & North West Met. 
R.H.B. Sr. Reg . 

East Anglian R.H.B. Reg. 

Leeds United Hosps. Sr. Reg. 

Liverpool United Hosps. Sr. H.O.’s 


RADIOTHERAPY 
Hammersmith Hosp. & P.G. Med. 


School, W.12. Reg. 


RHEUMATOLOGY 

Buxton. Devonshire Royal. H.O. 

raplow Canadian Red Cross Mem. 
H.O. 


SURGERY 

Bethnal Green, E.2. 

Bolingbroke, 8.W.11 

Connaught, E i7. H.O. 

North Middlesex, N.18. H.O.’s 

Poplar, E.14. Locum Reg. 

Putney, 3.W.15. H.O. 

South London Hosp. for Women & 
Child., 8.W.4. Reg. . 

St. Bartholomew's, E.C.1 . Reg. 

St. John’s Hosp. for ‘Sale uses of the 
Skin, W.C.2. P.-t. Reg 

Whittington, N.19. Reg. 

Aberystwyth. Gen. Sr. H.O. 

Amersham Gen. H.O. 


Pre-reg. H.O. 
H.O. 


Barnstaple. North Devon Infy. Pre- 


reg. H.O ‘ ‘ 
Barry Accident & Surgical. Sr. H.O. 
Bedford Gen. H.O : 
Beverley Westwood H.O. or Sr. 

H.O. ; 
Bexhill, Sussex. Pre-reg. H.O. 


Birmingham Dudley Road. H.0.’s 


Birmingham. Solihull. Pre-reg. H.O. 
Blackburn & Dist. H.M.C. H.O.’s 
Bournemouth. Royal Victoria. H.O. 
Bradford. St. Luke’s. H.O. 


Brighton Roy il Ale xandra Hos sp. for 


Sick Child. H.O. 
Burton-on-Trent Gen. Pre -reg. 
H.0.’ 


Canterbury Kent & ¢ anterbury. 
H.0. 

Cardiff. Caerphilly Gen. Sr. H.O. 

i Cardiff. Rookwood. Sr. H.O. 


nono 


Se be be de ee de de 





Carshalton. St. Helier. H.O.’s 2% 
neem alton. St. Helier. Locum Sr. 
he eidees Ge n. H.O, a's - 
hichester. Royal West Sussex. Sr. 
H.0O. : - a 
Cuckfield, Sussex. Locum Sr. H.O. 
uckfield, Sussex. Pre-reg. H.O. 
Cuckfield, Sussex. Sr. H.O. .. - 
Derby. Derbyshire Royal Infy. Sr. 
H.O. , a 
Derby. Derbyshire Child.’s. Pre-reg. 
H.O. or Sr. H.O. 
Dewsbury. Staincliffe Gen. "Pp re-reg. 


1.0. . p 
Douglas. Noble’s Isle of Man. sr. 
_ # ny a 
Douglas Noble’s Isle ‘of Man. Pre- 
reg. H.O. es 
Ellesmere Port. Jr. H.M.O. 
Epping. St. Margaret’s. H.O. 
Epsom Dist. Pre-reg. H.O. 
Exeter Clinical Area.  P.-t. ‘Cons. 
Exeter. Royal Devon & Exeter. H. O. 
Harrogate Gen. is 
Hastings. Royal East Sussex. Pre- 
reg. H.O. ee 
Hertford County. Pre-reg. H.O. 
Hull. Victoria Hosp. for Sick ¢ ‘hild. 
H.O. .. ; ; : “e 
Kidderminster & Dist. Gen. Pre-reg. 
1.0. & Pre-reg. Locum H.O. 
Leeds R.H.B. Reg. = ee 
Maidstone. West Kent Gen. Pre-reg. 
H.O. . ‘ss i 
Manchester R.H.B. Reg. ai 
Manchester United Hosps. H.O.’s 
Manchester. Withington. Sr. H.O. . 
Middlesbrough. Hemlington. Sr. H. 0. 
Mitcham, Surrey. Wilson. Sr. H.O.’s 
Morecambe. Queen Victoria. Sr. iO. a 


Plymouth, South Devon & East 
Cornwall. Pre-reg. H.O. a 

Pontypridd. East Glamorgan. Sr. 
1.0. sit 

Portsmouth Group H.M.C. Pre-reg. 
H.O.’s 


Redhill. East Surrey. Pre-reg. H.O. 
Rhymney & Sirhowy Valleys H.} M.C. 


H.0O.'s . 
Rochdale & Dist. H.M.C. H.O. 
Ror hford, Essex. Gen. Pre-reg. 
H.0O.’s , - “e 
tomford. Victoria. H.O. 
Salisbury Gen. H.O. 
Shoreham-by-Sea. Southlands. H.O. 
Southampton Gen. H.O. ro oe 


Southport Gen. Infy. H.O. + 
Stafford. Staffordshire Ge n. Infy. 
Pre-reg. H.O ip wel 
St. Albans City. H.( ; Po 
Stoke on-Trent. North Staffs Royal 
Infy. H.O. i. os 

Stratford-on-Avon. * oO. 

Sutton & Cheam. H.¢ : 

Swindon & Dist. H.M. f . H.O.’s ee 

Taplow. Canadian Red Cross Mem. 
Pre-reg. H.O. oa 

Taunton & Somerset. } 

Wakefield A Group I 


1.0. o* 
1.M.C. "No. 9. 


sr. H.O. 

Warwick. H.O. os ° 

Welsh Regional Bureau. Pre-reg. 
H.0O.’s ‘0 

West Bromwi h & Dist. H.M.C. Pre- 
reg. H.O. 

Weston-super-Mare Gen. Pr »-reg. 
H.O. rv 

Winchester. Royal Hants County. 
H.O.’'s .s 

Wolverhampton. Royal. Pre-reg. 
H.O ; 


Worcester Royal Infy. H.0... 


THORACIC SURGERY 
Brompton, 8.W.3. Sr. H.O. or Reg. 
Sully, Glam. Sr. H.O. oe 
Swansea. Morriston. 


Sr. H.O. 

GENERAL 

Michigan, U.S.A. Oakwood. Rotat- 
ing Internship ‘ ‘a os 

New York. New Rochelle. Interne- 


ships 


PUBLIC APPOINTMENTS 
GENERAL PRACTICE 


MISCELLANEOUS 





The Terms and Conditions of Service of 
Hospital Medical and De ntal Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 





JEREMY NOAH MORRIS, M.A., F.R.C.P., will deliver the ERNESTINE 
HENRY LECTURE On TUESDAY, 10TH JUNE, 1958, at 5 P.M., at the 
College, Pall Mali East, S.W.1. 

Subject : ‘‘ Coronary Heart Disease and Occupation ”’. 

Any member of the Medical Profession admitted on presenta- 
tion of doctor’s card. 

By order of the President, 
HAROLD BOLDERO, Registrar. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 

COURT OF EXAMINERS 

Notice is hereby given that the Council, on 10TH JULY, 1958, 
will elect 3 Members of the Court of Examiners, 2 to examine in 
General Surgery, and 1 in Otolaryngology. 

Fellows of the College desirous of becoming candidates for the 
office must make application, in writing, to the Secretary on or 
before Ist July, 1958. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2. 

BRITISH ASSOCIATION OF PHYSICAL MEDICINE 


A WEEK-END COURSE designed primarily for those taking the 
Diploma in Physical Medicine will be held on 27TH, 28TH and 
29TH JUNE, 1958. 

Further details can be obtained from the Honorary Secretary 
of the Association, 47, Lincoln’s Inn-fields, London, W.C.2 
ASSOCIATION OF ANASTHETISTS OF GREAT 

BRITAIN AND IRELAND 
47, Lincoln’s Inn-fields, London, W.C.2 


6 


The Association of Anesthetists of Great Britain and Ireland, 
in order to commemorate the death of John Snow, has instituted 
a@ JOHN SNOW MEMORIAL LECTURE which will, for the initial 4 
years, be held annually at the time of the Annual Meeting of the 
Association and thereafter as shall be determined by the Council. 

The first John Snow Memorial Lecture will be given by Dr. 
GEORGE EDWARDS, F.F.A. R.C.8., and will be delivered on THURS- 
DAY, 30TH OCTOBER, 1958, at 5 P.M. in Southport. The title of 
Dr. Edwards’s lecture will be *‘ John Snow, M.D.” 

8ST. BARTHOLOMEW’S HOSPITAL MEDICAL 
COLLEGE 
FINAL F.R.C.S.—NOVEMBER, 1958 

A COURSE will be held for the above examination on TUESDAY 
and THURSDAY evenings at 6.30 P.M. starting on TUESDAY, 
— SEPTEMBER, 1958, and ending on THURSDAY, 23RD OCTOBER, 

958. 

The course will consist of 16 clinical tutorial classes with short 

cases, followed by lecture-demonstrations on selected subjects. 





The course is not comprehensive. The class will be limited to- 


24 members. 

Fee 20 guineas, or to Bart’s men 15 guineas. 

Entry forms must be obtained from the Sub-Dean, St. Bar- 
tholomew’s Hospital Medical College, West Smithfield, E.C.1. 
The closing date for applications is Ist July, 1958. 

UNIVERSITY OF LONDON 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
INSTITUTE OF NEUROLOGY 
(Queen-square ) 


FOR CONSULTANTS ON “* ABERRATIONS OF 
CONSCIOUSNESS "” 

To be held on SATURDAY, 5TH JULY, 1958, in The Lecture 
Theatre, The National Hospital, Queen-square, London, W.C.1. 
10 A.M. General Introduction . Sir Russe_y BRAIN 
11 a.M. The Physiological Mechanisms 

affected in Disturbance of 
Consciousness i ig 
12 NOON The Patho-physiology of 
Epilepsy re of ia 
2.15 p.m. Clinical Features of Epilepsy 
3.15 p.M. Cardiovascular Causes of 
Changes of Consciousness 
4.15 P.M. Metabolic Causes of Changes 
of Consciousness , .. Dr. JoHN MARSHALL 

The Course is open to Consultants in General Medicine and 
coe The fee for the day is £1 1s. (including lunch, &c.). 

App ication to attend should be made to The Dean, Institute 
of Neurology, National Hospital, Queen-square, London, W.C.1, 
not later than 16th June, 1958. 


MEDICAL RESEARCH COUNCIL 


1-DAY COURSE 


Dr. DENIS WILLIAMS 


Dr. W. A. COBB 
Sir CHARLES SYMONDS 


Dr. MICHAEL KREMER 


TRITIATED STEROIDS (16—*H) FOR MEDICAL RESEARCH 

Small amounts of labelled steroids as listed below are available 
through the generosity of the National Research Development 
Corporation and the Medical Research Council for distribution 
to suitably qualified workers engaged in medical research :— 

Progesterone 7) 

Corticosterone 

Aldosterone 

Cortisol > Specific activity 1-3 uC/ug. 

Aldosterone 18-21 diacetate | 

Cortisol 21 monoacetate 

Corticosterone 21 monoacetate 

Workers wishing to use these compounds for medical research 
should apply to the Secretary of the Clinical Endocrinology 
Committee, care of Dr. M. GORRILL, Medical Research Council, 
38, Old Queen-street, S.W.1, stating : (1) Previous experience 
with tritium measurements and facilities available for the measure- 
ments. (2) Details of proposed experiments, including quantities 
+ (3) When and where the experimental work can 
start. 

Approved allocations will be free except for a small charge to 
cover dispensing and transport. 

20th May, 1958. 





GLASGOW POSTGRADUATE MEDICAL EDUCATION 
COMMITTEE 


COURSE IN DERMATOLOGY 

An intensive full-time Course of Dermatology, designed 
primarily for General Practitioners, will be conducted by 
Dr. A. GIRDWOOD FERGUSSON and his Staff in Stobhill General 
Hospital, Glasgow, N.1, from 23RD to 28TH JUNE, 1958. 

The fee for the Course is 5 Guineas. National Health Service 
penenners may, subject to certain conditions, recover the fee, 

ocum, and travelling expenses from Government sources. 

Since the number of candidates for the Course is limited, those 
wishing to attend should make early application to the Director 
of Postgraduate Medical Education. The University, Glasgow, 
W.2, from whom further information may be obtained. 

UNIVERSITY OF MANCHESTER 
FACULTY OF MEDICINE 
DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A COURSE in preparation for the Diploma in Psychological 
Medicine will commence in October, 1958, subject to a sufficient 
number of candidates being available. The instruction is part- 
time covering 3 half-days per week for 8 terms. 

Further particulars as to admission and fees may be obtained 
from the Dean of Postgraduate Medical Studies, The University, 
Manchester, 13, to whom applications for entry to the course 
should be made not later than Monday, 30th June. 
UNIVERSITY COLLEGE HOSPITAL DENTAL SCHOOL. 
Applications are invited for the appointment of DEMON- 
STRATOR for duties in the Conservation Department at the 
University College Hospital Dental School, Great Portland- 
street, W.1. The appointment is for 3 sessions a week. The hours 
for morning sessions are 9.30 A.M. to 12.30 P.M., afternoon 
sessions 2 P.M. to 5 P.M. The appointment is for a period of 1 year 
commencing Ist October, 1958. Salary £480 p.a. 

Applications (4 copies) should be made to the Secretary, 
University College Hospital Medical School, University-street, 
London, W.C.1. Closing date for applications 18th June, 1958. 
UNIVERSITY OF LONDON. The Senate invite applica- 
tions for the CHAIR OF OBSTETRICS AND GYNACOLOGY 
tenable at the Institute of Obstetrics and Gynecology (salary 
within the range £2500-£3000 a year). 

Applications (10 copies) must be received not later than 
23rd June, 1958, by the Academic Registrar, University of 
London, Senate House, W.C.1, from whom further particulars 
may be obtained. ‘ 

THE HEBREW UNIVERSITY-HADASSAH MEDICAL 
SCHOOL, JERUSALEM, ISRAKRL. Applications are invited for the 
post of HEAD of the ee Laboratory in the 
Department of Forensic Medicine. Duties include undergraduate 
teaching, research and routine examinations for the Coroner's 
Office. The post carries a monthly salary of IL.491—which is 
subject to income-tax deductions, plus a net monthly allowance 
of 1L.55 (academic and book allowance). Preference will be given 
to applicants with academic standing and teaching experience. 

Applications, with curriculum vite, should be forwarded to 
the ffice of the Dean, The Hebrew University-Hadassah 
Medical School, P.O.B.1172, Jerusalem, Israel, not later than 
31st July, 1958. eerie : oy 
UNIVERSITY OF THE WITWATERSRAND, Johannes- 
BURG, and the TRANSVAAL PROVINCIAL ADMINISTRATION. Full- 
time PROFESSOR OF PSYCHOLOGICAL MEDICINE AND 
CHIEF PSYCHIATRIST, Johannesburg Hospital. Applica- 
tions are invited for appointment to the joint staff of the Uni- 
versity and the Johannesburg Hospital as Professor of Psycho- 
legteal Medicine and Chief Psychiatrist. In addition the incum- 
bent will have academic and professional responsibilities at Tara 
Hospital and will have the status of honorary Consultant on the 
staff of the Sterkfontein Mental Hospital. Duties are to be 
assumed as soon as possible. The salary attached to the appoint- 
ment is £2700 p.a. In addition, a person with dependants will 
be paid a temporary cost-of-living allowance at the rate pre- 
scribed from time to time by the Union Government (the present 
rate for a married man is £234 p.a.). 

Applicants are advised to obtain a copy of the information 
sheet relating to this vacancy from the Secretary, Association of 
Universities of the British Commonwealth, 36, Gordon-square, 
London, W.C.1. Applications close, in South Africa and London, 
on 30th June, 1958. 


Hospital Services: Senior Appointments 


ELIZABETH GARRETT ANDERSON HOSPITAL, Eus- 
ton-road, N.W.1. Applications are invited from _ registered 
Women medical practitioners for the appointment of Part-time 
CONSULTANT SURGEON to the E.N.T. Department at the 
Elizabeth Garrett Anderson ay for 2 sessions per week. 
Applicants must be Fellows of the Royal College of Surgeons 
(England). Appointment to commence Ist September. Salary 
and conditions of service in accordance with those laid down by 
the Ministry of Health. 

Applications, giving details of experience and accompanied by 
the names of 3 referees, should be sent to the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, not later than Ist July. \ 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

1. ASSISTANT PSYCHIATRIST, 4 half-days a week, Senior 
Hospital Medical Officer grade, Marlborough Day Hospital, 
38, Marlborough-place, N.W.8. Post vacant Ist November, 1958. 

Applications before 30th June, 1958. 

2. ASSISTANT PSYCHIATRIST, whole-time, Senior Hos- 
pital Medical Officer grade, Napsbury Hospital, near St. Albans, 
Herts. (2028 Beds.) 

Applications before 7th July, 1958. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
North West Metropolitan Regional Hospital Board, 114, Port- 
land-place, W.1. 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. Applications are invited for the post of 
CONSULTANT PATHOLOGIST in charge of the Department of 
Hemotology and Microbiology. The candidate, whose main in- 
terest should be in the former specialty, may elect to be either full- 
time or maximum part-time. 

Further particulars and form of application, which must be 
returned by 24th June, 1958, may be obtained-from the under- 
signed. 

H. F. RuTHERFORD, House Governor and Secretary. 
CANTERBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOSPITAL MEDICA OFFICER in 
Chest Disease for duties in hospitals and clinics in the East Kent 
Area during the absences of Specialists on annual leave com- 
mencing Ist July next for a period of 3 months. 

Applications to Group Secretary, Central Office, Nunnery 

Fields Hospital, Canterbury, from whom further information 
may be obtained. 
EXETER CLINICAL AREA. South Western Regional 
HOSPITAL BOARD. App ye are invited for the appointment 
of a CONSULTANT RGEON with duties in North Devon, 
mainly at the North De von Infirmary, Barnstaple. He may also 
be required to visit other hospitals in the clinical area as deter- 
mined by the Regional Board. The appointment will be on a 
maximum part-time (9 sessions) basis. 

Applications (12 copies) stating date of birth, qualifications 
and experience together with the names and addresses of 2 
, Should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 21st 
June, 1958. 

LINGFIELD HOSPITAL SCHOOL FOR EPILEPTIC 
CHILDREN. Applications are invited for the post of DEPUTY 
MEDICAL SUPERINTENDENT to commence duties in the 
Autumn. Neurological or pediatric experience desire ble. Mainly 
medical but some administrative duties. Salary according to the 
scale for Senior Hospital Medical Officers. A house is available 
- a nominal rent for a married man. Superannuable under 

Applications, stating age, marital status, full particulars of 
qualifications and experience and names of 2 referees, to be sent 
to the Medical Superintendent, Lingfield Hospital School, 
Lingfield, Surrey. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Birken- 
HEAD GROUP. Applications are invited for the post of Whole- 
time ASSISTANT PATHOLOGIST (Senior Hospital Medical 
Officer) in the above Group with duties mainly at St. Catherine’s 
Hospital. Applicants should have general all-round experience 
in clinical pathology. The possession of a higher qualification 
in pathology will be considered an advantage. 

Forms of application from Dr. T. Lioyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool 2, to be returned not later 
than 21st June, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time, NON-RESIDENT SENIOR CASUALTY OFFICER at 
Oldham Royal Infirmary (Oldham and District Group of hos- 
pitals). Appointee will work under general supervision of Con- 
sultants. Tenure of post limited to 4 years. Salary within range 
£1653 15s.—£52 10s.-£2126 5s. p.a. (according to experience, &c.). 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 16th June, 1958. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT DERMATO- 
LOGIST (2 half-days per week) for the Worthing Group of 
hospitals. Consultant appointed will have 2 male and 2 female 
beds at Southlands Hospital, Shoreham-by-Sea, and 1 out- 
patient session at Worthing Hospital. 

Applications by letters (5 copies), giving date of birth, qualifica- 

tions, experience, and names of 3 referees, to Secretary (S.1), 
South West Metropolitan tegional Hospital Board, 11a, Port- 
land-place, W.1, by 21st June, 1958. Applicants may visit 
hospitals by local arrangement. 
SOUTH AUSTRALIA. ADELAIDE CHILDREN’S HOS- 
PITAL, INC., NORTH ADELAIDE, SOUTH AUSTRALIA. Applications 
are invited for the position of Full-time DIRECTOR OF 
ANASTHETICS AND RESUSCITATION at the above Hos- 
pital. The Hospital has 325 Beds and is the only Pediatric 
Hospital in South Australia serving a rapidly growing community. 
Plans have been made for expansion to a 500-Bed hospital in the 
near future. The Hospital is also a teaching school for medical 
students of the University of Adelaide. 

Qualifications: All applicants should have a senior qualifica- 
tion in anmsthetics and a sound knowledge of resuscitation 
therapy. 

Duties: The duties of the post shall be the creation and 
direction of a Department of Anvsthetics and Resuscitation 
in cooperation with the Visiting Anesthetist staff, the super- 
vision and teaching of Resident Medical Officers in anesthetics, 
and resuscitation; be available for consultation with the Honorary 
Medical Staff in all such problems; be prepared to accept some 
teaching responsibilities in regard to post- and under-graduate 
medical officers in the Hospital. 

Conditions: The salary for this appointment will be £3000 p.a. 
The appointment will be for a term of 3 years with eligibility 
for reappointment. There shall be no right of private practice. 
Normal recreation and sick and long-service leave privileges 
shall apply, as well as superannuation benefits. 

All applicants are requested to submit full professional and 
personal details, and name 3 referees to the undersigned not 
later than 30th June, 1958. 

Sponsorship under the Commonwealth Immigration Scheme 
with a guarantee of accommodation will be arranged if necessary, 
and an assisted passage for self and family will also be available. 

Further inquiries regarding this appointment should be made 
at South Australia House. 

E. I 





D. Lines, Manager and Secretary. 
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NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as 
PSYCHIATRIST, in the grade of Senior Hospital Medical Officer, 
at Purdysburn Hospital, Belfast. The terms, conditions of 
service and remuneration will be in accordance with the 
Authority's application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 19th July, 1958. 


SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF STELLENBOSCH. 
Joint Medical Staff for Karl Bremer Hospital, Bellville. 
Vacancy. Applications are invited from suitably qualified 
persons for appointment to the gaa vacant post at the 
Karl Bremer Hospital, Bellville, Cape. 

Department of Pathology. 

MEDICAL PRACTITIONER (grade G), whole-time— 
Bacteriologist—with salary at the rate of £2220 p.a. (fixed). 

In addition to the salary indicated, a non-pensionable cost-of- 
living allowance of £234 p.a. is payable to certain married whole- 
time officials and employees. 

The conditions of service are prescribed in terms of the Hos- 
pita! Service Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder, as well as the agreement entered 
into between the Provincial Administration and the University 
of Stellenbosch. 

The Joint Medical Staff is required to serve jointly the Pro- 
vincial Administration and the University of Stellenbosch. 

Candidates must be registered as Specialists or must be in 
possession of appropriate postgraduate diplomas or degrees in 
bacteriology. 

The medium of instruction of the University is Afrikaans. 
Applicants must state their degree of proficiency in Afrikaans 
and English and are requested to furnished particulars in regard 
to the following: 

(a) Academic achievements (degrees and diplomas held 
and the standard of achievement in professional examinations, 
scholarships and special awards). 

(b) Professional experience (not only the name of the employer 
but also that of the institution in which the candidate worked 
and the type of work undertaken). 

(c) Names of 3 referees (1 of these should preferably be 
someone occupied in the same branch of medicine as the can- 
didate) who should be asked by the candidate to submit con- 
fidential reports to the Director of Hospital Services before the 
closing date for the receipt of applications. 

Application must be made in duplicate on the prescribed form, 
Staff 23, which is obtainable from the office of the Immigration 
Attache for the Union of South Africa, South Africa House, 
Trafalgar-square, London, W.C.2. Details as regards conditions 
of service and transport facilities can also be obtained at the 
office of the abovementioned. 

The completed applications forms must be addressed to 
the Director of Hospital Services, P.O. Box 2060, Cape 
Town, South Africa, and must reach him not later than 12th 
July, 1958. 

Candidates must state the earliest date on which they can 
assume duty. 

NEW ZEALAND. HAWKE'S BAY HOSPITAL BOARD, 
NAPIER, NEW ZEALAND. Applications, closing on Thursday, 
3ist July, 1958, are invited from duly qualified medical practi- 
tioners, for the position of PATHOLOGIST to the Hawke's 
Bay Hospital Board. Salary in accordance with experience and 
qualifications : 

Junior Specialist: £1640-£1940 p.a. 

Senior Specialist: 

(a) £2590-£2890 p.a. 
90 p.a. 
340° p.a. 

(Commencing salary within these scales will be determined 
by the Salaries Grading Committee of the Department of Health.) 

Conditions of appointment, and schedule of duties, may be 
obtained on application te the High Commissioner for New 
Zealand, London. oo Managing Secretary. 

Hawke's Bay Hospital Rh Napier, New Zealand. 


NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
MEDICAL UNIT, RS. NEDIN HOSPITAL, UNIVERSITY OF OTAGO, 
SENIOR ASSISTANT on the Clinic “al and Teaching Staff and 
LECTURER IN ME DICINE., Applications are invited for the 
position of Senior Assistant on the Medical Unit, Dunedin 
Hospital and University of Otago, from persons holding a _ degree 
in medicine of an approved university and who either: 

(a) Hold a higher qualification and have had 2 or more years’ 

practical experience in medicine. 

(b) Have been qualified for 6 years or more and have had & 

years’ or more practical experience in medicine. 

The Senior Assistant ranks as Lecturer or Senior Lecturer in 
Medicine and as a Junior Specialist and the salary payable is 
that under the Hospital Employment (Medical Officers’) Regula- 
tions, viz. £1640-£1940. The commencing rate of salary within 
the scale will be that determined by the Medical Officers’ Salaries 
Grading Committee in accordance with the qualifications and 
ag am of the appointee. R 

Applicants should have a good background in medicine. The 
position is non-resident, is full-time, and private practice is not 
permitted. 

Conditions of appointment and application forms may be 
obtained from the Office of the High Commissioner for New 
Zealand, 415, The Strand, London, or from the undersigned. 
Travelling expenses will be paid in accordance with the table 
set out in the conditions of appointment. 

Applications, stating age, qualifications and experience, 
together with health and rz idiologic al certificates and testimonials, 
will be received by the a up to 10 o'clock A.M. on 
Monday, 28th July, 1958. A. WILLIAMSON, Secretary. 
Otago Hospital a, 

O. Box 946, Dunedin, New Zealand. 
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NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
UNIVERSITY OF OTAGO, DUNEDIN. Department of Obstetrics and 
Gynecology. Applications are invited for the position of Full- 
time ASSISTANT AND LECTUR ER (Junior Specialist grade) 
from those who hold a degree in medicine ry an approved 
university and who hold, in addition, the M.R. G. 

The position is designated as that of a pF wong Pn ¢:alist under 
the Hospital Employment (Medical Officers) Regulations 1952, 
Amendment No. Salary scale £1640-£1940 by annual incre- 
ments of £100. Commencing rate of salary, according to quali- 
fications and experience, will be determined by Medical Officers 
Salaries Grading Committee of the Department of Health. 

Duties will include teaching of obstetrics and gynwcology to 
medical undergraduates, research and clinical work in the 
Dunedin Hospital. The position is a non-resident one. 

Forms of application and conditions of appointment may be 
obtained from the Office of the High Commissioner for New 
Zealand, 415, The Strand, London. 

Applications, stating age, qualifications and experience, 
together with testimonials, health and radiological certificates, 
will be received by the undersigned until 10 o’clock A.M. on 
Monday, 28th July, 1958. 

\ A. WILLIAMSON, Secretary, Otago Hospital Board. 
New Zealand. 


P.O. Box 946, Dunedin, 


Hospital Services: Junior Appointments 


ARCHWAY GROUP OF HOSPITALS, London, N.19. 
Applications are invited for the post of REGISTRAR AN-®s- 
THETIST. Post vacant 7th July, 1958. To work part-time in 
New End Hospital, Hampstead, N.W.3 (220 beds), with special 
experience in endocrine surgery, and part-time in Whittington 








Barta. N.19 (1081 Beds). Post recognised for D.A. and 
F.F.A. R.C.S. 

en” vec atl forms obtainable from and returnable to the 
Group poenstecy, 46, Cholmeley-park, N.6 (ARChway 3070, 
Ext. 527), by 9th June, 1958. 
BETHNAL GREEN HOSPITAL, Cambridge Heath- 


road, London, . HOUSE PHYSIC TAN, pre-registration post. 

Applications, stating experience, and *with copies of 2 testi- 
monials, to Hospital Secretary. 

BETHNAL GREEN og gt BS Cambridge Heath- 
road, London, E.2. HOUSE 'RGEON, pre-registration post. 
Immediate vacane y. 

Applications, stating experience, 
to Hospital Secretary. 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.11. HOUSE SURGEON, resident. Vacant 10th July, 1958. 
Open to registered practitioners and pre-registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by Lith June, 1958. 


BROMPTON HOSPITAL, S.W.3. 
for the following posts : 

NON-RESIDENT SURGICAL 
Senior House Officer or Registrar, according to qualifications 
and experience) for 6 months from Ist August, 1958, with 
eligibility for reappointment. Candidates must have held a 
resident hospital appointment. 

RESIDENT HOUSE PHYSICIAN (3 vacancies). 2 vacancies 
for 6 months from Ist August, 1958. Duties include work in 
Outpatient Department and wards. 1 vacancy for 9 months from 
Ist August, 1958. The first 3 months at Brompton Hospital 
Sanatorium, Frimley, and the following 6 months at the Hos- 
pital in London covering work in Outpatient Department and 
wards. Salary at the rate of £577 10s. p.a. 

RESIDENT HOt SE PHYSICIAN to the Cardiac Depart- 
ment for 6 months from Ist August, 1958. Duties include work 
in Outpatient Department and wards. Salary at the rate of 
£577 10s. p.a. 

Applications, stating age, qualifications with dates, nation- 

ality and appointments held, together with copies of testi- 
monials, by 7th June, 1958, to KENNETH A. F. MILes, House 
Governor. 
BROOK GENERAL HOSPITAL, Shooters Hill-road, 
Woolwich, S.E.18 HOUSE PHYSICIAN (pediatrics and 
infectious diseases). 2 appointments vacant early July and early 
August. Not pre-registration. The posts are recognised for 
D.C.H. and entail routine ward and outpatient work including 
experience in the modern Infectious Diseases Unit and with 
neonates. 

Apply to Group Secretary, 
S.E.18. 

CHINGFORD HOSPITAL, London, E.4. (104 Beds.) House 
OFFICER (medical) required for 6 months with duties at other 
hospitals in the Group. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
COPPETTS WOOD HOSPITAL, Muswell Hill, N.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGIS- 
TRAR in Infectious Diseases required at above Hospital. <A 
good knowledge of general medicine is required, but experience 
in infectious diseases is not essential.. Resident. Hospital may be 
visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 

Northern Group Hospital Management Committee, toyal 
Northern Hospital, N.7, by 14th June, 1958. 
CONNAUGHT HOSPITAL, Walthamstow, €E.17. (123 
Beds.) Applications are invited for the post of SECOND 
CASUALTY OFFICER with duties in the Department of Ortho- 
peedic and Traumatic Surgery (Senior House Officer grade). 
Recognised for F.R.C.S Vacant llth June, 1958. Salary 
£819 10s. p.a. less £150 p.a. for board, lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
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CONNAUGHT HOSPITAL, Walthamstow, 
Recognised 


Beds.) HOUSE SURGEON required for 6 months. 
for F.R.C.S. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Immediate applications are invited from registered 
medical practitioners (Male or Female, resident or non-resident) 
for the appointment of JUNIOR HOSPITAL MEDICAL 
OFFICER. National Health Services salary scale. The Fountain 
Group caters for 660 mentally defective children, 80 adult female 
defectives and 50 blind children, and provides wide experience 
in neurology, pediatrics and child psychology, as well as in 
mental deficiency. There are Clinical, Neuropathological and 
Biochemical Research Units and clinical conferences are held 
weekly. Numerous lectures are given to students and graduates. 

Applications, giving full particulars and names of 3 referees, 

to Secretary, Fountain Hospital, Tooting-grove, London, 8.W.17. 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications for the 6-month resident appointme nt, vacant 
22nd June, of Pre-registration HOUSE PHYSICIAN, should 
be sent to Group Secretary, Hackney Hospital, E.9, quoting 
GH, PHP. 
GUY'S HOSPITAL, S.E.1. Applications are invited for 
the post of REGISTRAR in the Department of Diagnostic 
tadiology at Guy’s Hospital, with appointment as soon as 
possible until 30th September, 1959, in the first instance. It is 
desirable but not essential that applicants should hold the 
D.M.R.D. 

Forms of application are 
lodged with, the Superintendent, 
Bridge, S.E.1, not later than 4th June, 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYN42COLOGY, Ducane-road, London, W.12. 
Applications are invited from registered medical practitioners 
for the following resident posts : 

HOUSE SURGEON (gynecology ), 

HOUSE SURGEON (obstetrics), Ist 

Both posts recognised for M.R.C.O.G. 

Detailed applications, copies 2 recent testimonials, to Secretary, 
Board of Governors, The Hammersmith, West London and 
St. Mark’s Hospitals, Ducane-road, London, W.12, by 9th June. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Joint appoint- 
ment with the North West Metropolitan Regional Hospital 
Board. Whole-time REGISTRAR (orthopedics) required for 
2 years from Ist August, 1958. Appointment tenable for first 
year at Hammersmith Hospital and Postgraduate Medical 
School (non-resident) studying orthopedic and traumatic 
surgery, transferring to Heatherwood Hospital, Ascot (resident), 
for second year studying long-term orthopedic surgery. 

Detailed applications, names 2 referees, to Secretary, The 
Board of Governors, The Hammersmith, West London and 
St. Mark’s Hospitals, Ducane-road, W.12, by 9th June. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 


obtainable from, and should be 
Guy’s Hospital, London 
1958. 


ist July. 
August. 


NON-RESIDENT REGISTRAR (radiotherapy) required. Post 
vacant Ist July. 

Detailed applications, names 2 referees, to Secretary, Board 
of Governors, The Hammersmith, West London, and St. Mark’s 
Hospitals, Ducane-road, London, W.12, by 9th June. 
LAMBETH HOSPITAL, Brook-drive, 8.E£.11. Applica- 


invited from pre-registration and registered medical 
practitioners for the post of HOUSE PHYSICIAN. Vacant 
l4th July, 1958. The successful candidate will be expected 
to carry out a fortnight’s locum duty commencing 30th June, 
1958. ® 

Application forms from the 
envelope should be enclosed. 
LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE PHYSICIANS (pre- or post-registration ). 
Posts vacant on 3rd and 9th July, 1958. 6-month appointments. 

Applications, stating age, experience, &c., and copies of 


tions are 


Secretary. A self-addressed 


not more than 3 testimonials, to be sent to the Hospital 
Secretary. 
MIDDLESEX HOSPITAL, Applications invited 


HOUSE OFFICER in the 


w.1 
for non-resident post of SE NIOR 
Rheumatism, vacant 


Department of Physical Medicine and 
Ist August. 

Rules and application forms obtainable from Deputy Superin- 
tendent should be returned, naming 2 referees, by 30th June. 
MIDDLESEX HOSPITAL, W.1, and NORTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications invited 
for post of SENIOR REGISTRAR in_ Radiology to work 
approximately half-time at the Middlesex Hospital and half-time 
at the Royal Northern Hospital. 

Forms of application obtainable 
tendent, The Middlesex Hospital, 
2 referees, by 28th June. 

POPLAR HOSPITAL, East India Dock-road, E.14. Bow 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum Tenens 
SURGICAL REGISTRAR required at above Hospital for the 
period 23rd June—lith July. Candidates should possess the 
F.R.C.S. qualification. 

Apply, Hospital Secretary (Telephone: EASt 1876). 
PUTNEY HOSPITAL, Lower Common, S.W.15. House 
PHYSICIAN (resident—Male or Female). Vacant 17th June, 
1958. Open to pre-registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent tésti- 
monials, by 4th June, 1958. 

PUTNEY HOSPITAL, Lower Common, S.W.15. 
SURGEON (resident). Vacant 16th June, 1958. 
registered practitioners and pre-registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 4th June, 1958. 
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should be returned, 


House 
Open to 
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NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Electroencephalography. Applications are invited from registered 
medical practitioners for the appointment of REGISTRAR 
(whole-time) in the Department of Applied Electro-Physiology 
at The National Hospital, Queen-square, W.C.1, to commence 
ist August, 1958. This post carries the grade of Registrar. The 
appointment will be for 1 year in the first instance with eligibility 
for reappointment 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 25th June, 1958. 

H. EWART MITCHELL, Secretary to the Board of Governors. 

The Nationa! Hospitals for Nervous Diseases, 

Queen-square, London, W.C.1. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR RESIDENT HOUSE PHYSI- 
CIAN at The National Hospital, Queen-square, W.C.1, to com- 
mence Ist August, 1958. This post carries the grade of Registrar. 
rhe appointment will be for 1 year and will be renewed in 
exceptional circumstances. 

Applications, with names of 3 referees, to be sent to the under- 
signed not later than 21st June, 1958. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, London, W.C.1. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of NON-RESIDENT HOUSE PHYSICIAN 
at The National Hospital, Queen-square, W.C.1, to commence 
Ist August, 1958. There are 2 vacancies. These posts carry the 
grade of Senior House Officer. The appointments will be for 
6 months. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 2Iist June, 1958. 

H. EWART MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, London, W.C.1. 
NORTH MIDDLESEX HOSPITAL, London, N.18. Appli- 
cations are invited from pre-registration and registered medical 
practitioners for 4 posts of RESIDENT HOUSE SURGEON. 
6 months’ appointment. Vacant beginning of July. All posts 
recognised for .S. 

Applications, stating age, qualifications, experience, with 
copies of recent testimonials, to Secretary of Hospital. 
NORTH MIDDLESEX HOSPITAL, London, N.18. Appli- 
cations are invited for the post of RESIDENT HOUSE 
PHYSICIAN (general medicine). 6 months’ appointment, 
starting Ist July. Approved pre-registration post (first or 
second ). 

Applications, stating age, qualifications, experience, with copies 
of recent testimonials, to Secretary of Hospital. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackney-road, E.2 ; Shadwell, E.1; BANSTEAD, SURREY. 
2 HOUSE OFFI ick appointments: 

(i) For 2 consecutive periods of 6 months, commencing Ist 
August, 1958, at Hackney-road. First period House Physician, 
second period House Surgeon (2 months) and Casualty Officer 
(4 months) 

(ii) For 6 months, commencing Ist August, 1958, at Hackney- 
road as House Physician. 

Application forms may be obtained from the Secretary at 

Hackney-road, and should be returned with copies of not more 
than 3 testimonials not later than 14th June, 1958. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1 (in 
association with the Institute of Laryngology and Otology). 
REGISTRARS. There will be a vacancy in the grade of Regis- 
trar (resident or non-resident) on Ist July and another on 
Ist August. The appointments will be in accordance with 
National Health Service terms and conditions of service, and for 
an initial period of 12 months. 

Applications, giving full information and the was s of 2 referees, 
should be sent to the House Governor immediate 


ROYAL NORTHERN HOSPITAL, Soy Say 7. Senior 
HOUSE OFFICER (gynecology) required mid-June, 1958. 
Resident post. Recognised for M.R.C.O.G. 

Applications, with copies of recent testimonials, to be sent 

to the Hospital Secretary by 11th June, 1958. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practi- 
tioners for the appointment of GYN®XCOLOGICAL HOUSE 
SURGEON. Vacant 9th September, 1958. Recognised for the 
M.R.C.O.G, 

Application forms from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
from registered Women medical practitioners for the post of 
Full-time SURGICAL REGISTRAR (recognised for the 
F.R.C.S.). Resident, or non-resident if living near the Hospital. 
Vac ant &th June, 1958. The appointment is normally for 2 years, 
but subject to review at the end of first year. Canvassing will 
disqualify, but candidates are invited to visit the Hospital 
if they so desire. 

Forms of application from the Secretary, Lambeth Group 

Hospital Management Committee, Renfrew-road, S.E.11, to 
whom completed applications should be returned not later than 
14th June, 1958. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (Women) 
(Senior House Officer grade). Appointment is for 6 months, 
renewable. Duties include care of children’s ward; medical beds; 
E.N.T. and administration. Offers suitable experience to those 
intending to enter general practice. Vacant 18th August, 1958. 


Forms of application from the Secretary. 
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SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered Women practitioners for Case OBSTETRIC 
AND GYNAXCOLOGICAL REGISTRAR post for 2 weeks from 
2nd June, 1958. 

Applications to Secretary (Tulse Hill 1221). 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered Women medical practitioners for the post of ANAES- 
THETIC REGISTRAR (either resident or prepared to live 
within 20 minutes of the Hospital). D.A. desirable but not 
essential. Post recognised for D.A. The appointment is normally 
for 2 years, but subject to review at the end of 1 year. Vacant 
now. Canvassing will disqualify but candidates may visit the 
Hospital by arrangement. 

Forms of application from the Group Secretary, aK ER 

Group Hospital Management Committee, Renfrew- -road, E.11, 
to be returned by 14th June, 1958. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered W ome n medical practitioners 
for the post of HOUSE PHYSICIAN. Vacant 20th August, 
1958, for a period of 6 months. 

Forms of application from the Secretary. 

ST. ANN’S GENERAL HOSPITAL, N.15. Long-term 
Temporary REGISTRAR (resident or non-resident) required 
for Infectious Diseases Department, for period of 1 year from 
2ist July, 1958. Duties include work in respiratory poliomyelitis 
unit. 

Application form from Group Secretary, Tottenham or 
Hospital Management Committee, The Green, London, N.15 
to be returned by 2Iist June, 1958. 

ST. BARTHOLOMEW’S HOSPITAL, E.C.1. NORTH 
EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for 3 appointments of SENIOR REGISTRAR 
(general surgery) to be held for 2 years at St. Bartholomew’s 
Hospital, and for 2 years at a hospital of the North East Metro- 
politan Regional Hospital Board, subject to annual re-election. 

Applications (12 copies), together with the names of 3 referees, 

should be sent to the undersigned by 14th June, 1958. 
c. C. Carus-WILSON, Clerk to the Governors. 
ST. JAMES’ HOSPITAL, Baiham, London, 8.W.12. Locum 
F EGISTRAR in Physical Medicine required from 16th to 29th 
une. 

Applications, giving full particulars and names of 2 referees, to 

Group Secretary at above address as soon as possible. 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
Lisle-street, Leicester-square, London, W.C.2. Applications are 
invited for the appointment of Part-time SURGICAL 
ASSISTANT (Registrar grade) for 3 sessions a week. Applicant 
working for F.R.C.S. desirable. 

Applications, stating age, qualifications and experience, with 

names of 2 referees, to the Secretary to the Board by 10th June, 
1958. 
ST. JOHN’S HOSPITAL, St. John’s-hill, S.W.11. Senior 
HOUSE OFFICER (Male or Female), resident. For modern 
geriatric and orthopedic unit of 100 Beds. Post offers excellent 
clinical experience and facilities for working for higher degrees. 
Vacant 26th August, 1958. 

Applications, stating age, qualifications, experience a names 
of 2 referees, to the Hospital Secretary, by 5th July, 1958 
ST. MARY’S HOSPITAL, W.2. Casualty Screen graded 
Senior House Officer (non-resident ), required for first period of 
6 months from Ist July, 1958. 

Applications, giving full details with names and addresses 

of 3 referees, should reach the House Governor not later than 
6th June, 1958. 
ST. MARY’S HOSPITAL, W.2. House Officer to the 
Almroth Wright wards (graded Senior House Officer) required 
for 8 months with effect from Ist August, 1958. First 2 months 
non-resident, remaining 6 months re sident. 

Applications, giving full details, with names and addresses of 

3 referees, should reach the House Governor not later than 
17th June, 1958. 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. Depart- 
MENT OF OBSTETRICS AND GYNACOLOGY Recognised for the 
M.R.C.O.G. Applications are invited for the post of REGISTRAR 
to the above Department. The post is full-time and resident. 

Application forms obtained from the Group Secretary, St. 

Luke’s Hospital, Sydney-street, London, 8S.W.3, to be returned 
within 14 days of date of advertisement. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. 2 Senior 
RESIDENT AN-A®XSTHETISTS (Senior House Officer grade), 
for a period of 6 months, renewable for a second 6 months from 
12th August, 1958 

Applications, naming 2 2 referees, to the Clerk of the Governors 

by 7th June, 1958. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 12th July, 
1958, for a RESIDENT ASSISTANT PHYSICIAN (Senior 
Registrar ). 

Further particulars and forms of application, which must be 
returned not later than 16th June, 1958, may be obtained from 
the undersigned. 

H. F. RutHerrorp, House Governor and Secretary. 
WHITTINGTON HOSPITAL, London, N.19. Surgical 
REGISTRAR required for General Surgical Unit of about 
60 Beds. F.R.C.S. desirable. Post vacant 7th July, 1958. Hos- 
pital may be visited by appointment with the Medical Superin- 
tendent (ARChway 3070, extension 440). 

Application forms obtainable from and returnable to Group 
Secretary, 46, Cholmeley-park, N.6, by 9th June, 1958. 
AMERSHAM GENERAL HOSPITAL, Buckinghamshire. 
Locum SENIOR HOUSE OFFICER required for Orthopedic 
and Casualty Department. 

Apply to Hospital Secretary. 
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AMERSHAM GENERAL HOSPITAL, Buckinghamshire. 
(297 Beds.) SENIOR RESIDENT HOUSE OFFICER required 
immediately for Orthopedic and Casualty Department for 
period of 1 year. Post recognised for F.R.C.S. The Department 
forms part of the Regional Accident and Orthopedic Service 
based on the Nuffield Orthopedic Centre, Oxford. 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 
AMERSHAM GENERAL HOSPITAL, Buckinghamshire. 
HOUSE PHYSICIAN, pre-registration post, vacant 17th June, 
required for busy general hospital of 297 Beds. Post offers wide 
and varied experience with 1 of 2 medical firms with care of 28 
general medical and 6 dermatojogical beds. 

Applications, with full details and names of 3 referees, to 
Secretary. 
AMERSHAM GENERAL HOSPITAL, Buckinghamshire. 
RESIDENT HOUSE SURGEON required Ist June, 1958. 
This appointment in a busy general hospital of 297 beds with 5 
resident House Officers affords excellent experience Post 
recognised for F.R.C.S. examination. Pre-registration applicants 
considered. 

Apply, with names of 2 referees, to Secretary. 
AMERSHAM GENERAL HOSPITAL, Buckinghamshire. 
(297 Beds.) HOUSE SURGEON required immediately for 
Orthopedic and Casualty Department. Post recognised for 
¥.R.C.S. The Department forms part of the Regional Accident 
and Orthopedic Service based on the Nuffield Orthopedic 
Centre, Oxford. 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL. MID-WALES HOSPITAL MANAGEMENT COMMITTEE, SENIOR 
HOUSE OFFICER (surgical) required (resident). Post recog- 
nised for F.R.C.S. examination. Vacancy immediate. 

Applications, stating age, experience, &c., to the Group 
Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cardiganshire. 
ALTON, HAMPSHIRE. LORD MAYOR TRELOAR 
ORTHOP.EDIC HOSPITAL. Applications are invited from registered 
medical practitioners for the post of Whole-time ORTHO- 





PADIC REGISTRAR. Post provides experience in non- 
pulmonary tuberculosis and general orthopedics, and includes 
attendances at peripheral clinics. It is recognised for 6 months’ 
training under F.R.C.S. regulations. The post is resident for 


married or single persons. Canvassing disqualifies, but visit to 
Hospital Be nl 

Write to the Secretary for application form. 

AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. HOUSE SURGEON for Gynwcology Depart- 
ment. Post recognised for M.R.C.O.G. Vacant early June. 

Applications from registered practitioners, with 2 testimonials, 
to the Administrative Officer as soon as possible. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) SENIOR HOUSE OFFICER required, whose duties 
will be mainly casualty. The post is tenable for 1 year, and will 
be vacant in early June. Small furnished flat available. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BARNSTAPLE, NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration) required from 
mid-July. 

Applications, naming 2 referees, to Group Secretary, 19, 
Alexandra-road, Barnstaple, N. Devon. 
BARRY ACCIDENT AND SURGICAL 
SENIOR HOUSE OFFICER required at above 
House available to rent. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
BEDFORD GENERAL HOSPITAL. (431 Beds.) House 
SURGEON required. Pre- or post-registration ; recognised for 
F.R.C.S. Vacant early June. Post offers exceptional oppor- 
tunities for general experience in busy acute surgical units. 

Inquiries and applications, with copies of 2 recent testimonials, 
to be sent immediately to Group Secretary, Bedford Group 
Hospital Management Committee, 3, Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE SURGEON (House Officer or Senior House 
Officer grade, according to experience). Vacant now. General 
surgical duties, some orthopedics. Offers good opportunity for 
general experience in busy acute general hospital. Recognised 
for F.R.C.S. Approved pre-registration post, but fully registered 
practitioners may apply. 

Applications to Group Secretary. 

BEXHILL HOSPITAL, Bexhill-on-Sea. (61 Beds.) House 
SURGEON required, Resident—pre-registration post vacant 
now. National scales of salary. 

Apply to Hospital Administrator. 

BEXHILL HOSPITAL, Bexhill-on-Sea. (61 Beds.) Senior 

HOUSE OFFICER. Applications are inyited for this post 
(reside nt preferred) for a period of 1 year. National scales of 


HOSPITAL. 
Hospital. 


ary 
 Apoty to Hospital Administrator. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 


SOLIHULL. HOUSE SURGEON (pre-registration). 

Applications, stating age, qualifications and names of referees, 
to Medical Superintendent. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (775 
Beds. ) 2 HOUSE PHYSICIANS (Pediatric Department). 
Vacant Ist August, 1958 (recognised for pre-registration), and 
Ist September, 1958. Both recognised for D.C.H. 88 peediatric 
beds and cots and 100 neonatal cots under direction of 2 Con- 
sultant Pediatricians. Facilities for postgraduate instruction and 
attendance at clinics. Undergraduates of Birmingham Univer- 
sity attend for clinical instruction. 

Detailed applications, with copies of 3 recent testimonials, to 
Group Secretary. 





BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (775 
Beds.) 3 HOUSE SURGEONS. Recognised for pre-registration 
and F.R.C.S. Vacant 4th and 13th July and Ist August, 1958. 
Each appointment in unit of approximately 85 adult and 
children’s general surgical beds under control of 2 Consultant 
Surgeons. 
Detailed applications with copies of 3 testimonials to Group 
secretary. 
BIRMINGHAM. ALL SAINTS’ HOSPITAL MANAGE- 
MENT COMMITTEE. Locum JUNIOR HOSPITAL MEDICAL 
OFFICER (psychiatry) required immediately for a period of 3 
months or less. 
Apply to the Medical Superintendent, All Saints’ Hospital, 
Birmingham, 18. 
BIRMINGHAM, 18. ALL SAINTS’ HOSPITAL. Senior 
HOUSE OFFICER (resident) required (Male or Female). The 
Hospital is associated with Birmingham University for teaching 
of psychiatry. Training for Diploma in Psychological Medicine 
provided. 
Applications, stating age and qualifications, to the Medical 
Superintendent. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Coventry No. 20 Group, Coventry and Warwick- 
shire Hospital, Coventry 
REGISTRAR (anvsthetics), 
Hospité il, Coventry. Experience specialty essential. 
F.F.A.R.C.S. Resident. 
(2) Stafford Group, 13, Foregate-street, Stafford 
REGISTRAR (medicine). Duties mainly at Staffordshire 
General Infirmary, Stafford (175 Beds). Experience specialty 
and higher qualification desirable. 
(3) Dudley, Stourbridge Group, The Guest Hospital, 
Dudley 
REGISTRAR (general medicine), whole-time. W ordsley 
Hospital, near Stourbridge (478 Beds). Experience specialty 
essential. Higher qualification desirable. Married accommoda- 
tion available. 
(4) Birmingham (Dudley Road) Group, Dudley Road 
Hospital, Birmingham, 18 
REGISTRAR (pathology), non-resident, Dudley Road 
Hospital, Birmingham, 18 (780 Beds). Recognised for Dip.Path. 
Wide experience in all branches. 
Application forms from Group Secretaries, to be returned by 
9th June, 1958. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. ROYAL 
HOSPITAL, WOLVERHAMPTON. Whole-time SENIOR MEDICAL 
REGISTRAR. Vacant Ist November. Experience specialty 
higher qualification essential. Resident, married quarters avail- 
able. Successful candidate may subsequently be required to 
spend not more than 2 years in a selected hospital of the United 
Birmingham Hospitals in accordance with arrangements for the 
interchange of Senior Registrars agreed between the 2 Boards. 
Application forms from Secretary, Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, by 16th June, 1958. 
BIRMINGHAM. TAYLOR MEMORIAL HOME, Grange- 
road, ERDINGTON, BIRMINGHAM, 24. CLINICAL ASSISTANT 
required for 2 sessions per week (General Medical Practitioner), 
for inpatients (advanced malignant disease). Vacant Ist Sep- 
tember, 1958. 
Applications to the Group Secretary, Dudley Road Hospital, 
Birmingham, 18. 
BIRMINGHAM, 9. 


Coventry and Warwickshire 
Recognised 


LITTLE BROMWICH GENERAL 
HOSPITAL. RESIDENT MEDICAL OFFICER in Infectious 
Diseases, Senior House Officer grade. Hospital serves a wide 
area and gives opportunities for the study of infectious diseases, 
and has a poliomyelitis respiratory unit. Part of the Hospital is 
being developed as general hospital, where further experience 
can be gained. . 

Apply Physician-Superintendent with 2 testimonials, 
BIRMINGHAM, 29. SELLY OAK HOSPITAL, (Equipped 
beds 1033.) Applications, are invited for the post of SENIOR 
HOUSE OFFICER (E. ). Resident. 42 E.N.T. beds. 

Apply to Medical Samssbeneatbens: giving age, qualifications 
and experience, with copies of 3 testimonials. 

BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
ueen’s Park Hospital, Blackburn 

HOUSE OFFICER (obstetrics and gynecology) required for 
busy unit of 58 Beds taking normal and abnormal cases. Post 
vacant 15th July, 1958. Recognised for membership and 
Diploma R.C.O.G. (Obstetrics). 

HOUSE SURGEON required 23rd July, 1958. Recognised for 
F.R.C.S. and approved for pre-registration purposes. 

Royal Infirmary, Blackburn 

HOUSE PHYSICIAN required for 23rd July, 1958. Post 
recognised for pre-registration purposes. 

HOUSE 3 SI RGEON required for 28th July, 1958. Recognised 
for F.R.C.S. and approved for pre-registration purposes. 

Victoria Hospital, Accrington 

SENIOR HOUSE OFFICER (medicine) required 22nd July, 
1958. 

Apply to Group Secretary, Hospital Management Committee, 
Office, Royal Infirmary, Blackburn. 

BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
Victoria Hospital, Accrington 

HOUSE PHYSICIAN required Ist August, 1958. Post recog- 

nised for pre-registration purposes, 
Queen’s Park Hospital, Blackburn 

HOUSE PHYSICIAN required Ist August, 1958. 
nised for pre-registration Purposes. ; 

Apply to Group Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn. 

BUXTON. DEVONSHIRE ROYAL HOSPITAL. 


Post recog- 


House 


OFFICER required. ; 
Applications to the Secretary, Stockport and Buxton Hospital 
Management Committee, 598, Shaw-heath, Stockport. 


41 


























THE LANCET ADVERTISERS 
+c ence tae tt ROYAL VICTORIA HOSPITAL, 
vane BOURNEMOUTH AND EAST DORSET HOSPITAL MAN 
AGEMENT COMMITTE! Applications are inwited £05 the appoint 
ent of HOUSE SURGEON for general surge Phe post which 
becomes vacant on 31st M 1958, is recognised for the F.R.C.S 
ex — ition and for pre-registration pury 
pplications to the Hospital Secretary 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley -road BOURNEMOUTH IND EAST DORSET HOSPITAL 
MANAGEMENT MMITTT Applicatior ure nvited for the 
pointment of HOUSE PHYSICIAN Che appoint I which 
b vacant on 5tl ugust recognised for pre-registration 
Applications to the Hospital Secretary 
BRADFORD A AND B HOSPITAL MANAGEMENT 
OMMITTEES JUNIOR HOUSI OFFICER required for 
Geriatric Admission Unit Post vacant Ist August, 1958. Major 
ortion of dutic irried out at St. Luke's Hospital, Bradford. 
Applications tating ure nationality qualit tions ind 
é nee ind pi j rt Secretary, Royal 
! mary, Bradford hire 
BRADFORD. ST. Luke's HOSPITAL. (724 Beds.) 
mos ,- SURGEON (ae rery plastic) required Recog 
I Rt Ss. and pre istration purposes 
AD I lic ations, stating age jualifications, experience ind 
I ic y, with copy testimonials, to Secretary, Bradford Royal 
se teres Bradford, Yorks ‘ 
BRADFORD. ST. LUKE’S HOSPITAL. (724 Beds.) House 


PHYSICLAN (pa 

purposes 
ramon, stating re 
nationality with opy testimonials, 
k ae Infirmary. Bradford, York ‘ 
ere gf lng SSNSnAt HOSPITAL. 
ent of HOUSI 


diatrics) required. Recognised for registra 


pre 
tior 
quatlificati 


to 


experience and 
Secretary, Bradford 
Applications are 
RGEON to the 
str t ul ipl ntti ent \ ‘ nit ¢ riy i! July 

1 ee 


to the 


) i =~ 
L'nit salar rad 
and 
should be sent Physician 
il Hospital, I rrove Brighton 
ROYAL ALEXANDRA HOSPITAL FOR 
Dyke-road 130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT MMITTEI \ ney for HOUSE 
SURGEON for 6 months from 3rd July offers 
wide experience in poediatric nd is recog Oper 
to pre egistration 
pli tions stating 
nee towether es «¢ 
’ Administrative Off r as j 
BRIGHTON. ROYAL SUSSEX “COUNTY HOSPITAL. 
S14 Beds CASUALT HOUSI RGEON required mid 
June Duties include work in Orthopedic and Traumatic Unit. 
‘ ised for pre-re ind FRA 
stating age, qualifications, 
Administrative Officer, Re 


giving it mes of 2 referees 
Superintendent, Brighton Genet 
BRIGHTON. 


= K CHILDREN 


roost 


ind 
ils, to be 





expe rit 





& 
val 


gistratior 
naming 2 


Sussex County 


slications, and 
refe to the 
Hospital, Brig 
BROMSGROVE, WORCESTERSHIRE. 
HALL H¢ PITA! for Nervous 
Applications © invited for the 7 t 
MEDI AL OFFICE! Excellent !ppor 


study ir modern menta 


ADI 


BARNSLEY 

1) Beds 
HOSP tT AL 
ung 


NIOR 












Applications 
mes of 3 
BURTON- ON-TRENT GENERAL HOSPITAL. Applica- 
ive invited for the following p registration appointn 
a I Ry Ho nd. 
HOUSI i;EONS (general 
Hots SURGEON gvnwcols 
Recog d for F.1 
Appl Group 
Trent 
BURTON-ON-TRENT 
HOUSE OFFICER ortl 
juired at the above 
Applicati 
BURY ST. EDMUNDS. 
HOSPITAI 262 Beds Jt 
Orr ER required for casualty duties Salary 2 10s 
Sites ie i year Remtor ouse a ved 
to He 
a AND CANTERBURY HOS- 
d ‘ post of SENIOR HOUSE 
HY aa IAN is now Vv nt at Stodmarsh Road Annexe Duties 
nelude care of f « diseases, work at 
the Chest Clinic and Natior 
Health 
A pplication 


referees, to the 


i r 1ents, 
wh lel 


retary, The General il, Burton-on 


THE GENERAL penta tetich Lanny 
ropoedicos pre post) re- 
mpital Recogn 


H 


oup 





ms to Gr is soon 


WEST SUFFOLK GENERAL 
NIOR HOSPITAL MEDICAL 
ris also emplo 
al Se 


retars 


ies and | itions 


CANTERBURY. 
1 


imoconiosis Unit al 


Service sala itions 


tl pies of 2 recent testime 


wet " 2 ynials 
to be addressed to tl Hi tal Secretary ibove Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAI 277 Beds The post of GENERAL SURGICAL AND 
UROLOG AL HOUSE SURGEON (pre-registration or third 
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CARDIFF ISOLATION HOSPITAL. (219 Beds.) Senior 


HOUSE OFFICER required at above Hospital. Hospital serves 
wide irea, gives opportunity for study of infectious diseases; 
has poliomyelitis respiratory unit and medical and convalescent 


beds 


Post vacant late August. 
Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARDIFF. ST. DAVID’S HOSPITAL. (586 Beds.) Appli- 
cations invited for 2 vacancies as RESIDENT SENIOR HOUSE 
OFFICERS, as from Ist August, 1958, in acute medical wards, 
to work under direction of Consultants. 


Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ROOKWOOD HOSPITAL. Senior House 
OFFICER (surgical) required at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARDIFF (near). CAERPHILLY GENERAL HOSPITAL. 


226 Beds SENIOR HOUSE OFFICER (general surgery) 
required immediately at above Hospital. Married quarters may 
be available 

Apply to Group Secretary, Rhymney and Sirhowy Valleys 


Hospital Management Committee 
CARDIFF (near). PRINCE OF WALES ORTHOPADIC 
HOSPITAL, RHYDLAFAR, near CARDIFF. SENIOR HOUSE 
OFFICER required at above Hospital. Married or single accom- 
modation available. 

Form application from 
Management Committee, 44, ¢ 


CARLUKE, LANARKSHIRE. 


Group Secretary, Cardiff Hospital 
athedral-road, Cardiff. 
LAW HOSPITAL. 


¢ 
of 


(790 


Beds.) Applications are invited for the posts of : 
a) Locum SENIOR HOUSE OFFICER (medical) for months 
of June and July 
Locum AN-JESTHETIST (Senior House Officer or Junior 
Hospital Medical Officer grading) for months of June, July and 


August 


‘ 
Applications, stating age, qualifications and previous experi- 


ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent as soon as possible. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
2 HOUSE SURGEONS (posts approved for pre-registration 
service ) 

a) General surgery with duties in E.N.T. Vacant now. 

(>) General surgery only Vacant mid-June. 

Applications, stating for which post and giving age, qualifica- 


&c., with copies of recent testimonials or the names anc 
addresses of 2 referees, to the Secretary at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
Locum SENI OR RGICAL REGISTRAR required from 
15th August to 12th September (inclusive). 
Applic giving qualifications, experience 
referees, to Group Secretary. 
CHELTENHAM GENERAL HOSPITAL. 
HOUSE SURGEON required (pre- or post-registration ). 
post offers a wide experience in general surgery, gynwcology, 
orthopedic surgery. Post recognised for the F.R.C. 
Apply, with names of 2 referees, to the Secretary, 
Hospital, Cheltenham. 
CHERTSEY, SURREY. 


tions, 


ations, and names of 


(220 Beds.) 
The 
and 
General 


ST. PETER’S HOSPITAL (late 


tjotleys Park War Hospital). (430 Beds.) ORTHOPAEDIC 
HOUSE SURGEON (Senior House Officer or House Officer 
intern) grade). 100 orthopedic beds. Post recognised for 
L.C.S. and pre-registration service. Salary in accordance with 
terms and conditions of National Health Service. Post vacant 
28th May, 1958 
Applications, together with names and addresses of referees, 


to be sent to the Physician-Superintendent, St. Peter’s Hospital, 


Chertsey, Surrey. 


CHESTERFIELD. SCARSDALE HOSPITAL. (372 Beds. 


Recognised for D.Obst.R.C.0.G. and M.R.C.O.G.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
RAR obstetrics and gynecology required 19th August. 
Married accommodation available. Appointment for 1 year in 
first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th June, 1958, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
SENIOR HOUSE SURGEON Deputy Resident Surgical 
Officer) required at Royal West Sussex Hospital, Chichester 
202 acute beds Appointment mainly for casualty duty and 
recognised for F.R.C.S jouse staff-of Resident Surgical Officer, 


Physician. 
mid-June, 


and House 
Vacant 


Resident Medical Officer, 
less residential charge. 


$ House Surgeons, 
Salary £819 10s. p.a 
1958 

Applic ations, 


ferences or D 


qualifications, with 
Officer. 
Locum 
for the 


stating age, experience, 
ames of referees, to Senior Administrative 
ST. JOHN’S HOSPITAL. 
Obstetrics and Gymecology required 
period 9th June until 22nd June, 1958, inclusive. 
Applications, with full particulars, to the Group 
Chelmsford Group Hospital Management Committee, 


re 
CHELMSFORD. 
REGISTRA in 
Secretary, 


Chejmsford 


and Essex Hospital, London-road, Chelmsford. 

CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
ire invited from registered practitioners for the post of RESI- 
DENT PAEDIATRIC HOUSE OFFICER (Male or Female), 


To work in the Pediatric Unit 


is possible. 
The Unit includes a 


Hospital Group. 


commencing as soon i 


of the Chelmsford 


Premature Baby Nursery of 10 Cots, and a N@onatal Department 
in the maternity block of the Hospital. The Department is 
recognised for the D.C.H. 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be for- 
warded imu ed itely to the Group Secretary, Chelmsford Group 
Hospital agement Committee, Chelmsford and Essex Hos- 
pital, Coeubien road, Chelmsford. 
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CHELMSFORD AND ESSEX HOSPITAL. (161 Beds.) 


Applications are invited for the post of RESIDENT HOUSE 
PHYSICIAN, pre-registration post, to work in the general 
medical wards of the Hospital. Duties will commence on 


14th June. 

Applications, together with 2 recent 
Secretary, Chelmsford Hospital Management Committee, 
road, Chelmsford. 

COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for: 
Black Notley Hospital, Braintree, Essex 

Post of HOUSE OFFICER $ (orthopedic surgery ). 
include care of cases from London Hospital Orthopzedic 
ment. Pre-registration or third post, tenable for 6 
Recognised for F.R.C. 

Post of HOUSE P HYSK IAN. Pre- 
Includes duties in medical and peediatric 
6 months. 

Clacton and District Hospital, 


(58 Beds) 
Post of SENIOR HOUSE OFFICER. 


testimonials, to the 
London- 


(522 Beds) 
Duties 

Depart- 

months. 


registration or third post. 
wards. Tenable for 


Clacton-on-Sea, Essex 


Duties include medical, 


surgical, and casualiy work. Post tenable for 6 months or 1 
year. 
Post of REGISTRAR (temporary) as Resident Casualty 


Officer during summer for period not exceeding 6 months. 
Essex County Hospital, Coichester, Essex (181 Beds) 

Post of HOUSE OFFICER to E.N.T. and Pediatric Depart- 
ments. Post tenable for 6 months. Post-registration appoint- 
ment. Recognised for D.L.0. The Pwdiatric Department con- 
sists of a new unit of 24 Beds. 

Post of HOUSE PHYSICIAN. Pre-registration or third post, 

Essex County Hospital, Colchester (19 gynwcological 
beds); Colchester Maternity Hospital (22 obstetric beds) 

Post of HOUSE OFFICER (Male or Female) (obstetric and 
gynecological). Pre-registration or third post, tenable for 
6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 

Colchester Group Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTER. RESI- 
DENT JUNIOR HOUSE OFFICER (obstetrics and gynecology ), 
pre-registration post. Vacant 5th July. Tenable 6 months in 
first instance. 


Apply, stating age, nationality and experience, with names 
of 2 referees, to Hospital Secretary. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 


HEATH. 2 MID-st SSEX HOSPITAL MANAGEMENT COMMITTER., 
RESIDENT JUNIOR HOUSE OFFICER (general surgery). 
Pre-registration post now vacant. Tenable 6 months first instance. 


Applications, stating age, nationality and experience, with 
names of 2 referees, to Hospital Secretary. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTER. RESI- 
DENT SENIOR HOUSE OFFICER (Orthopedic and Trau- 


matic Unit). Post, recognised for fellowship, vacant Ist August. 
Tenable 6 months in first instance 

Apply, stating age, qualific: ations, nationality 
with names of 2 referees, to Hospital Secretary. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. MID-SUSSEX HOSPITAL MANAGEMENT COM- 
MITTER. RESIDENT SENIOR HOUSE OFFICER (general 
surgery). Post, recognised for Fellowship, now vacant. Tenable 
6 months in the first instance. 

Applications, stating age, qualifications, nationality 
experience, with names of 2 referees, to Hospital Secretary. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTEE. 
JUNIOR HOUSE SURGEON (Orthopedic and Traumatic 
Unit). Post now vacant. 


and experience, 


and 


Applications, giving age, nationality, qualifications and 
experience, with names of 2 referees, to Hospital Secretary. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 


Locum 


HEATH. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTEE. 
RESLDENT SENIOR HOUSE OFFICER (general surgery) 
required, 

Applications, with names of 2 referees, to Hospital Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) SENIOR HOUSE OFFICER (general surgery ), resident. 


Appointme nt from Ist June for 6 months. Recognised for 
F.R 


ent ations, stating full details and 2 names for reference, to 


Secretary. 


DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
HOUSE URGEON (pre-registration) or SENIOR HOUSE 
l6th July, 1958. Post recog 


OFFICE r required to commence 
nised for D.C.H. 

Applications, 
te be sent as soon 


stating full particulars, with names of 2 referees, 
as possible to Hospital Secretary. 

DERBY. KINGSWAY HOSPITAL. (912 Beds. Recognised 
for D.P.M.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT or NON-RESIDENT REGISTRAR (psychiatry) 
required LOth August. Facilities for postgraduate study in con- 
junction with Shefttield University available. Appointment for 
1 year in first instance, 


Apply to Seeretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheftield, by 9th June, 1958, giving age, nation- 
ality. qualifications, present and previous appointments with 
dates. naming 3 referees. 

DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. (160 
Beds.) SENIOR HOUSE SURGEON required at this busy 
general hespital Suitable post for candidate seeking further 


elinieal experience and reading for higher qualifications. Recog- 
nised for FRCL. 4 House Officer posts. National Health Service 
stlary and conditions. Post becomes vacant early June. 

Apply, giving usual particulars, and names of 2 referees, to 


the secretary, Noble's Isle of Man Hospital, Douglas. 








DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. (160 
Beds. ) Applications are invited for pre-registration post of 
HOUSE SURGEON, Salary in accordance with Whitley seale. 
t residents on staff. Post vacant mid-August. 

Apply to the Secretary, Noble’s Hospital, Douglas, Isle of Man. 


DEWSBURY, YORKSHIRE. STAINCLIFFE GENERAL 


HOSPITAL. (304 Beds.) Applications are invited for the pre- 
registration appointment of HOUSE OFFICER (general sur- 
gery) which is te ——- for 6 months and is now vacant. There 


and 7 resident medical staff. 
Adminis- 


is a Surgical Unit of 52 Beds, 
Applications, giv ing full details, should be sent to the 

trative Officer at the Hospital. 

DEWSBURY, YORKSHIRE. THE GENERAL HOSPITAL. 


(128 Beds.) Applications are invited for the pre-registration 
appointment of HOUSE OFFICER (general medicine and 
peediatrics) which falls vacant on Ist August, 1958. 


Applications, giving full details, should be sent to the 
Administrative Officer at the Hospital. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) JUNIOR HOUSE PHYSICIAN, vacant 
now. Approved pre-registration post, but fully registered prac- 
titioners may apply. Duties to include geriatrics and acute 
medicine. Good general experience for first house appointment. 
Apply Group Secretary, Westwood Hospital, Beverley, 
Yorkshire. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
RADIOLOGICAL REGISTRAR, Norfolk and Norwich Hos- 
pital (441 Beds). The Department is the centre for consultant 
radiological services to a large hospital group in Norwich, 
Great Yarmouth and Norfolk. Appointment for 1 year, renew- 
able for second year. 
Applications, stating age, names of 3 


experience and the 


referees, to Board's Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 16th June, 1958. Candi- 
dates are invited to visit hospital by direct arrangement with 


Hospital Management Committee Secretary at hospital. 
ELLESMERE PORT HOSPITAL. Applications are 
invited for the appointment of RESIDENT SURGICAL 
OFFICER (Junior Hospital Medical Officer grade). This is an 
acute hospital (39 Beds) at which regular Consultant outpatient 
and operating sessions are held. The accommodation available is 
suitable for either a single or a married practitioner. 

Applications, giving full details of qualifications and experience, 
should be forwarded to the Group Secretary, Chester and District 
Hospital Management Committee, 5, King’s-buildings, Chester. 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOUSE OFFICER 
required immediately for general medical and surgical duties in 
acute general hospital of 61 Beds. 12-month appointment. 

Applications, with names and addresses of 2 referees, to the 


Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital, The Ridgeway, Enfield, Middlesex. 
EPPING. ST. MARGARET'S HOSPITAL. House 


PHYSICIAN (pre-registration) to Consultant in General Medi- 
cine. Post vacant 15th July, 1958. 

Applications, with copies of testimonials, 1 from medical 
to reach the Group Secretary, Epping Group Hospital 
Management Committee, Oak Cottage, The Plain, Epping, 
Essex, by 6th June, 1958. 

EPPING. ST. MARGARET'S HOSPITAL. Senior House 
OFFICER as Casualty Officer and Orthopwdic House Surgeon. 
Duties to commence 25th June. Recognised for F.R.C. 

Applications, with copies of 2 recent testimonials, om be sent 
to Group Secretary, Epping Group Hospital Management Com- 
mittee, Oak Cottage, The mens Epping, Essex, by 4th June, 
1958. 

EPPING. ST. MARGARET'S HOSPITAL. House Sur- 
GEON (pre- or post-registration) to very busy General Surgical 
London. Post 


school, 


Unit. Hospital within easy reach of Central 
vacant 15th July, 1958. 

Applications, with copies of testimonials, including 1 from 
medical school, to reach the Group Secretary, Epping Group 
Hospital Management Committee, Oak Cottage, The Plain, 
Epping, Essex, by 6th June, 1958. 


EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required 11th June, 
pre-registration post recognised for F.R.C.S. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 


EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the post of HOUSE SURGEON 


Vacant now. 
copies of 2 recent 


(general surgery ). 
Applications, with 
Hospital Secretary. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from registered medical practitioners for 
the appointment of SENIOR HOUSE OFFICER (E.N.T. 
Department—-30 Beds). Vacant Ist June, 1958. 
recognised for the F.R.C.S8. examination. 
Applications, with copies of 2 recent 
Hospital Secretary immediately. 
GRIMSBY GENERAL HOSPITAL. Senior House Officer 
required for busy Casualty Department (staff of 3) shortly to be 
enlarged. 
Detailed 
Secretary. 


testimonials, to the 


The post is 


testimonials, to the 


applications, giving names of referees, to Hospital 


HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) HOUSE SURGEON. Pre-registration post for 
general surgery and urology required at this acute hospital 


(surgical) on Ist June, 1958. 

Applications, with names of 2 referees, to Administrator. 
HASTINGS. ST. HELEN’S HOSPITAL. (493 Beds.) 
HOUSE PHYSICIAN (pre-registration) required. Staff of 5. 

Apply at once to Administrator. 
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HAREFIELD HOSPITAL, Harefield, Middlesex. Applica- 
tions are invited for the p« ff RESIDENT AN &STHETIST 
(Senior House Officer) for duties on the Thoracic Surgical Unit. 
Applications, together with copies of 2 testimonials, to be sent 
to the Medical Director, Harefield Hospital, Haretield, Middlesex, 
by 6th June, 1958. 
HARROGATE GENERAL HOSPITAL, Yorkshire. (253 
Beds.) HOUSE SURGEON (recognised FR <.S8. and for pre- 
registration purposes), immediate vacancy. 
Applications, with names of 2 referees, to Hospital Secretary. 


HEMEL HEMPSTEAD, HERTFORDSHIRE. ST. PAUL’S 
HOSPITAL HOUSE PHYSICIAN (pre-registration) required to 
commence 12th July, 1958 


Applications, giving details and enclosing copies of 2 recent 
testimonials, should be sent to the Hospital Secretary. 
HENLEY-ON-THAMES, OXFORDSHIRE. PEPPARD 
CHEST HOSPITAI 236 Beds READING AND DISTRICT HOSPITAL 


Applications are invited from regis- 
r the post of JUNIOR HOSPITAL 
MEDICAL OFFICER The Hospital deals with all types of 
chest disease in medical and surgical wards. Previous experience 
in resident hospital appointments is desirable. Single accommo- 
dation is : 

Applicat 


MANAGEMENT COMMITTEE 
tered medical practitioners f« 


ions, stating age, qualifications and experience, with 
the names of 2 referees should be forwarded to the Group 
Secretary, Reading and District Hospital Management Com- 
mittee, 3, Craven-road, Reading. 

HERTFORD COUNTY HOSPITAL. 
situated 21 miles from London Applications are 


(171 Beds. Hospital 
invited for the 


appoint nent of HOUSE SURGEON (general, first or second post ) 
to commence Ist June, 1958 Pre-registration post; recognised 
under r Re S. regulations 

Applications to Group Secretary, Hertford Hospital Manage- 


Hospital, Hertford, Herts 
CLEAVER HOSPITAL. 


ment (Committee, County 


HESWALL, CHESHIRE. (220 








Beds.) CENTRAL WIRRAL GROUI Applications are invited for the 
post of SENIOR HOUSE OFFICER. Excellent facilities for 
obtaining good knowledge of modern treatment of pulmonary 
tuberculosis, including ijor surgery. rhe Hospital contains 
non-tuberculosis and iildren’s units. Applicants should have 
held previous House appoint nts. Applications from ex-patient 
practitioners welcome Salary £819 10s. p.a. ess £150 for 


onditions of service for hospital 
and Wales) will apply. 
Physician-Superintendent 


emoluments) rerms and « 
medical and dental staff (England 

Applications to be submitted to 
immediately 


HOUNSLOW HOSPITAL. Acute—81 Beds.) 


(General 


Applications are invited for the appointment of RESIDENT 
CASUALTY O} F Ik 1 R (Senior House Officer grade). Recog- 
nised for F.R xamination. Post vacant now. Salary 
£819 10s. less 1 0) p.a. for residence, &c. 

Applications, stating we qualifications, experience, with 
copies of up to 3 recent testimonials or names for reference, to 
the Hospital Secretary, Hounslow Hospital, Staines-road, 
Hounslow, Middlesex 


HOUNSLOW re ged tS (General Acute—81 Beds.) 

Locum CASUAL OFFICER required at Hounslow Hospital, 

Staines-road, rT ah w, Middlesex. Salary £15 19s. per week. 
Apply to Hospital Secretary 

HOUNSLOW HOSPITAL, Staines-road, Hounslow, 

MIDDLESEX General acute 81 Beds.) Applications are invited 


PHYSICIAN. 
Vacant 


RESIDENT HOUSE 


for the appointment of 
ppointment for 6 months. 


Recognised pre-registration a 


19th June, 1958 
Applications, stating ilifications and age, together with 
copies of up to 3 recent testimonials or names for reference, to the 


Hospit ai Secretary 


HUDDERSFIELD oe, 


HUDDERSFIELD HOSPITAL MAN 


INFIRMARY. 
}EMENT COMMITTEE. 


(285 Beds.) 
Applications 


ire invited from prov ils egistered medical practitioners 
for the post of HOUSI P H\ BY IAN to commence duties on 
Ist J 1958. Salary in accordance with national scale 

Ap ations ether with copies of 3 recent testimonials, to 
be ad dt undersigned as soon as possible 





J. JOHNSON, Group Secretary, 

Hudderstield Hospital Management Committee 
vy. Huddersfield. 
ST. LUKE’S HOSPITAL. (235 Beds.) 
MANAGEMENT COMMITTEE. Appli- 

post of RESIDENT MEDICAL 
Officer grade) at the above Hospital, to 
Hospital caters for chronic sick, 


rhe Royal 
HUDDERSFIELD. 
a ee HOSPITAI 
cations invited for the 
OFFICER Senior House 


commence on Ist June, 1958. The 


hildren, maternity, and acute medical and surgical patients. 
Salary in accordance with the terms and conditions of service 
for hospital medical and dental staff, £819 10s. p.a. 


Applications, together with copies of 3 recent testimonials, to be 

addressed to the undersigned as soon as possible. 
J. JOHNSON, Group Secretary, 
Huddersfield Hospital Management Committee. 

The Royal Infirmary, Huddersfield. 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTE! HOUSE PHYSICIAN—Pediatric Unit. Duties at 
Victoria Children’s Hospital for 3 months followed by 3 months 
on the peediatric wards, Western General Hospital. An interesting 
and varied post which includes outpatient and casualty work. 
This appointment, which commences on Ist August, 1958, is 
recognised for the D.C.H 
giving experience, 


Apply to the 
Victoria » ae it: il for Sick Children, 


Hull. 


testimonials, &c., Secretary, 


Park-street, 








HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-str ds.) HOUSE SURGEON required on 
Ist Aug registration or registration post. Recog- 
nised for D.C.H. An interesting and varied post which includes 


work 
h details of experience, 


outpatient id casualty 


Applications, together wit testimonials, 


ospital Secretary. 





SCALEBOR PARK, BURLEY-IN-WHARFE- 
Applications are invited for the post of JUNIOR 
OFFICER (Male or Female) at Scalebor 
Park, a modern hospital of 396 Beds (amenity, Health Service, 
and private) for the active treatment of nervous and mental 
disorders. The Hospital is associated for teaching purposes with 
the Department of Psychiatry of Leeds University, and facilities 
will be granted for attending the D.P.M. course. The salary is in 
accordance with the Whitley Council scales. Accommodation is 
available for a single person. 

Applications to the Plrysician-Superintendent immediately. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Heath-road 
WING), IPSWICH. (280 Beds.) HOUSE PHYSICIAN (pre- 
registration). Post vacant 6th June. 

Applications, with copies of 3 recent testimonials, to Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. Regis- 
TRAR in Physical Medicine. The department is recognised for 
Diploma in Physical Medicine and there is an inpatient unit 


ILKLEY. 
DALE, ILKLEY. 
HOSPITAL MEDICAL 


of 10 Beds. Preference given to candidates possessing Part I 
Diploma Physical Medicine. 

Applications to Group Secretary, South “West Middlesex 
Hospital Management Committee, West Middlesex Hospital, 
Isleworth, by 10th June, 1958. 


KIDDERMINSTER AND DISTRICT GENERAL HOS- 


PITAL, WORCESTERSHIRE. Applications are invited for the pre- 

registration post of Locum HOUSE PHYSICLAN at the above 

Hospital. Post vacant 14th June for approximately 3 weeks. 
Applications, with the names of 3 referees, to the Hospital 


secretary. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. (112 Beds.) Applications are invited 
for the pre-registration post of Locum HOUSE SURGEON at 
the above Hospital. Post vacant 14th June for approximately 
3 weeks. 
Applications, 
Secretary. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. (112 Beds.) — ations are invited 
for the pre-registration post of HOUSE RGEON at the above 
Hospital. Post vacant 14th June. 
Applications, with the names of 
secretary. 


LEAMINGTON SPA. 


with the names of 3 referees, to the Hospital 
‘ 


3 referees, to the Hospital 
WARNEFORD GENERAL HOS- 
and 


PITAL. (211 Beds.) HOUSE SURGEON for Obstetric 
Gynecology Departments. New obstetric block of 50 Beds. 
Post vacant 19th June, 1958. Recognised for D.Obst.R.C,O.G. 


Apply Hospital Secretary, together with copy testimonials. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 


PITAL. (211 Beds.) HOUSE PHYSICIAN. Vacancy suitable for 
fully registered or pre-registration applicant. Post vacant 
16th June, 1958. 


Applications, with copies of 2 recent testimonials, to be sent 
to Hospital Secretary. 

LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 

General Medicine 

(a) Huddersfield Group (70 general me dic al beds). 
dent. 

(6) Pontefract and Castleford Group (65 general medical beds), 
Married accommodation available. 

(c) Wakefield A Group (74 general medical beds) with addi- 
tional duties in the Wakefield B Group. Furnished flat available. 
General Surgery 

St. James’s Hospital, 
Orthopedic Surgery 

Woodlands Orthopedic Hospital, 
Orthopedic Outpatient Department, 
Offers excellent training in all branches of 
peedic surgery. Kesident; married and single 
available. 

Applications, stating age, 
and previous appointments with dates, 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 4th June, 1958. 
LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR in 
Diagnostic Radiology required for 1 year in the first instance; 
appointment renewable thereafter. Diploma in Radiology 
essential and higher qualifications in medicine, surgery, and 
radiology desirable. Terms and conditions of service for hospital 
medical staff apply. 

Applications, giving details of age, education, 
and previous posts with dates, and 3 names for reference, 


Registrar 


Non-resi- 


Leeds (124 general surgical beds). 

Rawdon (100 Beds), and 
Bradford Royal Infirmary. 
accident and ortho- 
accommodation 


qualifications, And details of present 
together with the names 


qualifications 
should 
before 


be sent to the Sub-Dean, School of Medicine, Leeds, 2, 

7th June, 1958. 

LEIGH INFIRMARY, Leigh. House Physician—pre- 
registration post, vacant mid-June. 


Applications, with names of 2 referées, to Secretary, Wigan and 
Leigh Hospital Management Committee, Knowsley House, Wigan. 
LUTON AND DUNSTABLE HOSPITAL. Children’s 
ANNEXE, LUTON, BEDFORDSHIRE. RESIDENT PADIATRIC 
HOUSE OFFICER required mid-June. The post is recognised 
for the D.C.H. and as a second pre-registration post in medicine. 
The duties include both medical and surgical wards. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to the 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s Hospital, Luton. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL SOUTHE re pose ITAL. Applications are invited for a post 


of SENIOR C ALTY OFFICER (Registrar grade) for the 
period Ist Septe sake r, 1958, to 30th September, 1959. Reappoint- 
ment of the successful candidate for the year beginning Ist 


will be considered in the spring of 1959 without 
application. 

June on form obtainable 

Rodney-street, 


October, 1959, 
the need for further 

Apply by 14th 
The United Liverpool Hospitals, 80, 


from the Secretary, 
Liverpool. 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment as SENIOR HOUSE 
OFFICERS in the following specialties for the period Ist 
October, 1958, to 30th September, 1959. 

General Medicine. 

Obstetrics and Gynecology. 

Orthopedics. 

Ophthalmology. 

Otorhinolaryngology. 

Anesthetics. 

Pathology. 

Radiology. 

Casualty duties. 

Application forms, giving a list of the posts, may be obtained 
from, and should be returned by the 15th June, 1958, to, the 
Secretary, 80, Rodney-street, Liverpool, 1 
MAIDSTONE. PRESTON HALL CHEST HOSPITAL, 
BRITISH LEGION VILLAGE, MAIDSTONE, KENT. Applications are 
invited for the post of JUNIOR HOSPIT one MEDICAL 
OFFICER at the above Hospital, which contains 330 Beds for the 
treatment of pulmonary tuberculosis and pond chest diseases, 
and includes a major thoracic surgical unit. Candidates should 
have had experience in general medicine and in the treatment of 
pulmonary tuberculosis in adults, Married accommodation 
available. Salary £852 10s.-€55-£1182 10s. p.a., national scale 
and conditions. 

Applications, stating age, qualifications and experience with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary by 14th June,‘1958. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Apeticstions are invited for the pre-registration post of HOUSE 
SURGE On. 6 months’ appointment. Vacant now. Recognised 
for F. R.C. Salary at the rate of £467 10s.-£577 10s. p.a. A de- 
duction at tbe rate of £125 a year is made for board and lodging, 
and other services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 

MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for post RESIDENT ‘or NON-RESIDENT 
ORTHOPEDIC REGISTRAR to Macclesfield District Group 
Hospitals. Main duties, Infirmary Branch, Macclesfield Hos- 
pital. To include visits to other hospitals in the Group. Hospital 
recognised for F.R.C.S. regulations. 

Apply immediately, with names and addresses of 2 referees, 

to Group Secretary, ‘‘ Willerby House,’’ Cumberland-street, 
Macclesfield. 
MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of RESIDENT MEDICAL REGI: 
TRAR to Macclesfield and District Group Hospitals, main duties 
West Park Branch Macclesfield Hospital. Furnished flat available 
for married candidates. ; 

Apply immediately to Group Secretary, Willerby House, 
Cumberland-street, Macclesfield, giving names of 2 referees. 
MANCHESTER REGIONAL HOSPITAL BOARD. Lan- 
CASTER AND KENDAL HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of REGISTRAR in General 
Surgery at the Royal Lancaster Infirmary. Recognised for 
F.R.C.S. The post will be vacant Ist July, 1958. 

Applications, stating age, qualifications and details of present 
and previous experience, together with the names of 3 referees, 
to Group Secretary, Royal Lancaster Infirmary, Lancaster. 
MANCHESTER REGIONAL HOSPITAL BOARD. Regis- 
TRAR in Psychiatry required at Prestwich Hospital (3040 
Beds). Residential accommodation available for single person. 
All modern treatments practised and study facilities granted. 

Applications, giving full details with the names and addresses 
of at least 2 referees, should be sent to the Medical Superin- 
tendent, Prestwich Hospital, P.O. Box No. 1, Prestwich, near 
Manchester, not later than Saturday, 7th June, 1958. 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR (chest diseases ) required to carry out duties arranged by 
the Consultant Chest Physician at the Altrincham, Northwich, 
Crewe Clinics, and the Grange Hospital, Weaverham, and suc h 
other duties as may arise at any hospital within the North and 
Mid and South Cheshire Groups. 

Applications, together with 2 recent testimonials, should be 

sent to the Group Secretary, North and Mid-Cheshire Hospital 
Management Committee, The Hospital, Sinderland-road, 
Altrincham, Cheshire. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, PENDLEBURY. SALFORD HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for resident post of SENIOR 
HOUSE OFFICER, vacant Ist August, 1958. Post is tenable 
for 6 montbs and includes medical and surgical duties. 

Applications, with names of 2 referees, to Hospital Secretary 

not later than 16th June, 1958. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, PENDLEBURY. SALFORD HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for the resident appointme nts of 
MEDICAL AND SURGICAL HOUSE OFFICERS, vacant 
Ist August, 1958. Posts tenable for a period of 6 months, open to 
pre-registration graduates. 

Applications, with names of 2 referees, to Hospital Secretary 

not later than 16th June, 1958. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Geriatric Department which will become vacant on Ist June, 
1958. Resident or non-resident. Duties are primarily in the 
active medical wards. Excellent experience is available in the 
unit which has been developed on modern lines and has avail- 
able full general hospital facilities. 

Applications, stating age, qualifications, present post, experi- 
ence,.and the.names of 2_referees, to be forwarded to the Group 
Secretary at the Hospital immediately. 











MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
SENIOR HOUSE OFFICER (medical) at Withington Hospital, 
vacant 2nd August, 1958. 

Details of previous experience and names of 2 referees should 
be forwarded to the Group Secretary immediately. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical) 
including casualty duties, vacant on 17th July, 1958. The post 
is recognised by the Royal College of Surgeons for the final 
F.R.C.S. examination, and possession of the primary F.R.C.S. 
will be an advantage. The Hospital is recognised by the Man- 
chester University for the teaching*of undergraduate students. 

Applications, with full details, to the Group Secretary as soon 

as possible. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of Locum Tenens SENIOR HOUSE OFFICER (medical) 
for a period of 2 months from 17th July, 1958. 

Applications, with full details, to be Y.-F to the Group 
Secretary, Withington Hospital, immediately ’ 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of SENIOR HOUSE OFFICER in Gynecology. 
Applicants must have had previous hospital experience in medi- 
cine and surgery. The post is recognised for the purpose of the 
M.R.C.0O.G. examination. The appointment is for 6 months, 
es ag Ist August, 1958. Salary in accordance with national 
scaie 

Application forms may be obtained from the undersigned and 
returned not later than leh June, 1958. 

R. Wise, General Superintendent. 

Saint Mary's en, Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for 2 posts of HOUSE OFFICER in Obstetrics, normally but 
not necessarily for provisionally registered medical practitioners. 
Salary in accordance with national scales. The appointments 
are for 6 months.from Ist August, 1958. 

Application forms may be obtained from the undersigned and 
returned not later than 16th June, 1958 

WISE, General Superintendent. 

Saint Mary’s Hospitals. Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
from registered medical practitione ra, Male or Female, for the 
post of HOUSE PHYSICIAN in the Neonatal Unit ‘of Saint 
Mary’s Hospitals (attached to the University Department of 
Child Health) for a period of 6 months, vacant Ist August, 1958. 
Previous hospital experience essential and pediatric experience 
desirable. Duties include the care of the newborn in the maternity 
department, the care of infants in the infants’ ward and work in 
the clinics under the charge of the Department of Child Health. 
Salary in accordance with national scales. 

Applications, stating qualifications and experience, together 
with the names of 3 referees, should be sent to the undersigned 
not later than 16th June, 1958. 








WIsk, General Superintendent. 

Saint Mary’s Hospitals. Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited for 
the post of REGISTRAR. Whole-time post (non-resident). 
Tenable for 12 months, subject to renewal. Previous experience 
in ophthalmology essential.” The terms and conditions of service 
for hospital medical and dental staffs will apply. 

Applications to be made as soon as possible on forms obtainable 
from the undersigned. H. R. NortH, General Superintendent. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
ROYAL INFIRMARY AND ROYAL EYE HOSPITAL, MANCHESTER 13. 

5 HOUSE PHYSICIANS. 

HOUSE PHYSICIAN for Department of Cardiology. 

HOUSE PHYSICIAN for Department of Hematology. 

8 HOUSE SURGEONS. 

2 HOUSE SURGEONS for E.N.T. Department. 

2 HOUSE SURGEONS for Neurosurgical Department. 

3 HOUSE SURGEONS for Orthopedic Department. 

HOUSE SURGEON for the Royal Eye Hospital. 

Appointments are for 6 months from 15th and 22nd July, 

god. 

Application form obtainable from the Secretary, Manchester 
Royal Infirmary, to be returned as soon as possible. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of RESIDENT CLINICAL 
PATHOLOGIST (Senior House Officer grade), vacant 21st 
July, 1958. The post offers opportunity for training in all 
branches of pathology. Previous experience is not required. 

Apply, with full details and the names of 2 referees, to the 
Group Secretary, Withington Hospital, Manc hester, 20. 
MORECAMBE. QUEEN VICTORIA HOSPITAL. Resi- 
DENT SENIOR HOUSE OFFICER (surgical). The post is 
normally tenable 1 year and the successful applicant will be 
attached to the specialist surgical unit. 

Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
MITCHAM. WILSON HOSPITAL, Cranmer-roa 
MITCHAM, SURREY. (66 Beds.) RESIDE NT SENIOR HOU a 
SURGEON (not recognised for F.R.C.S.). Vacant Ist June. 
This post in small but busy general hospital provides good and 
varied experience in diagnosis, treatment and operative 
procedure. 


Applications, stating age, qualifications, experience, and 


names of referees, to the Group Secretary, St. Helier Hospital, 


45 


Carshalton. 
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MITCHAM. WILSON HOSPITAL, Cranmer-road, 
MITCHAM, SURREY 66 Beds SENIOR HOUSE OFFICER 
(surgical Duties mainly in Casualty Department. Post vacant 
early August. 

Applications, stating ge, 
names of referees, to the Group Secretary, 
Carshalton. 
MEXBOROUGH. 
ANNEXE. (198 Beds 
(casualty and orthopedics ). 

Applications to the Secretary 
Doncaster-road, Rotherham 
MIDDLESBROUGH (near). HEMLINGTON HOSPITAL. 
SOUTH TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. Applica 
invited for the appointment of SENIOR HOUSE 

surgery) at the above Hospital This post offers 
experience in acute surgery, gymecology, and plastic surgery. 

Applications, stating age, qualifications, and names for 
reference, to be forwarded to the Hospital Secretary 
NANTWICH. BARONY HOSPITAL. Locum Senior 
HOUSE OFFICER (medical) required for holiday duty at the 
above Hospital for the 4 weeks commencing 9th June. Salary 
in accordance with Whitley Council seale. 

Apply immediately, stating age, qualifications, &c., with 
names of 2 referees, to the Group Secretary, South Cheshire 
Hospital Management Committee, Barony Hospital, Nantwich, 
Cheshire 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (medical) required for above Hospital 
situated on Great North-road, approximately 20 miles from 
Nottingham. Post offers good experience. Consultant staff 
attending Newark Hospital are on 1 or more of the Nottingham 
Hospitals. Flat available as married quarters. Salary and 
conditions of service in accordance with Ministry regulations. 
Duties to commence as soon as possible,. 

Applications, giving names of 3 referees, should be sent to 
Group Secretary, Nottingham No. 1 Hospital Management 
Committee, General Hospital, Nottingham. 

IMENDED ADVERTISEMENT 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR PHYSICIANS, whole-time, for Gateshead Group of 
hospitals—main hospitals Queen Elizabeth (176 Beds) and 
Bensham General (230 Beds). The Group is very close to a 
teaching centre 4 good medical library and excellent training 
facilities are available. Married accommodation may be available. 
Appointee may live out 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWMARKET GENERAL HOSPITAL, Suffolk. 
Applications are invited for 2 posts of HOUSE PHYSICIAN, 
vacant 13th and 20th June, 1958. Duties include house charge 
of general medical and pulmonary tuberculosis beds. The posts 
ire récognised for pre-registration, are resident and tenable for 
6 months. Salary in accordance with national scale. 

Applications, with 3 recent testimonials, to Medical Super- 

intendent. 
NOTTINGHAM EYE HOSPITAL. Senior House Officer 
(ophthalmology) required. Duties to commence on Ist June, 
1958. Salary and conditions of service in accordance with 
Ministry regulations. 

Applications, stating age, qualifications and ‘experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. Resident pre- 

registration HOUSE PHYSICIAN required mid-June, 1958. 
Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to Group Secre- 


qualifications, experience and 
St. Helier Hospital, 


MONTAGU HOSPITAL AND 
Locum SENIOR HOUSE OFFICER 
£150 p.a. residential emoluments. 

to the Committee, Fern Bank, 


tions ire 


OFFICER 


tary 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (medical) required. Duties to commence 9th June, 
1958. 

Applications, stating age qualifications, experience and 
nationality, together with copies of testimonials, to be sent to the 
Group Secretary, General Hospital, Nottingham. 


NOTTINGHAM. HEATHFIELD HOSPITAL, Hucknall- 
road, NOTTINGHAM Infectious Diseases.) Resident Locum 
MEDICAL OFFICER (Male or Female) required for holiday 
period of 8 weeks commencing 29th June, 1958. Junioft Hospital 
Medical Officer rate of £19 5s. per week, less residential emolu 
ments. Previous fever 
Applications; with copies of 2 recent testimonials, as soon as 
possible to Physician-Superintendent. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. Applications are invited from fully qualified medical 
practitioners for the post of SENIOR HOUSE OFFICER 
(obstetrics) in the Obstetrical and Gynecological Departments, 
4% obstetrical beds, 10 gynaecological beds, and a small block for 
puerperal pyrexia. This Hospital is recognised for training for 
the D.Obst.R.C.0.G. The appointment is for a period of 1 year 
commencing 7th July, 1958. Preference will be given to candi- 
dates who have experience in obstetrics and gynecology. Salary 
will be in accordance with the Ministry's 


experience not essential. 


ind conditions of service 
regulations. 
Applications 
nationality, with copies 
Hospital Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, Not- 
riINGHAM SENIOR HOUSE OFFICER (medical) required. 
Phe successful candidate will, in addition to medical duties, have 
an opportunity of assisting in the obstetric unit. This post will 
be accepted as general medical appointment entry to the 
examination Locum considered 
Apply in writing, stating re, qualifications and experience 
together with copies of testimonials, to the Hospital Secretary. 


46 a 


Stating age experience, qualifications and 
of 3 recent testimonials, to be sent to the 


NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN, vacant on 
lith July, 1958. Recognised for pre-registration purposes. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time SENIOR REGISTRAR, Hertford- 
shire Child Guidance Service. Previous training and experience 
| desirable for the post which offers wide scope for further training. 
Possession of a car an advantage. Candidates may visit by 
| 


appointment with Medical Director, Child Guidance Clinic, 
Hill End, St. Albans. 

Application forms obtainable from and returnable to Secre- 
tary, Mid Herts Group Hospital Management Committee, Bleak 
House, Catherine-street, St. Albans, by 28th June, 1958. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(resident ) in Obstetrics and Gynecology to the High Wycombe 
Amersham Group of hospitals. The appointment will be for 
1 year and eligible for a second year, subject to satisfactory 


service. 
Application forms obtainable from the Secretary, Registrars 
Committee, 43, Banbury-road, Oxford, to reach him by 21st June, 


OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Aneesthetics to the Banbury Hospitals. Vacant now. Recog- 
nised for the F.F.A. R.C.8. The appointment is for 1 year in the 
first instance and eligible for extension to a second year. 

Applications, on forms obtainable from the Secretary, Regis- 
trars Committee, 43, Banbury-road, Oxford, should reach him 
| by 14th June. 

OXFORD REGIONAL HOSPITAL BOARD. Locum— 
obstetrics and gynecology. REGISTRAR or SENIOR REGIS- 
TRAR, whole-time, to Kettering Area Hospitals, vacant now. 

Applications, with details of experience, and names of 2 
referees, to Senior Administrative Medical Officer, 43, Banbury- 
road, Oxford. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Vacancies exist in the following departments : 
HOUSE PHYSICIANS, vacancies 3rd and 15th July, 1958. 
| Greenbank Road Hospital. 

| HOUSE PHYSICIAN, vacant Ist July, 1958. 
Fields Hospital. 

HOUSE SURGEONS, vacancies Ist, 9th June, and Ist July, 
1958. Recognised for the F.R.C.S. Pre-registration posts. 
Greenbank Road Hospital. 

HOUSE SURGEONS, 2 vacancies, both on Ist July, 1958. 
Recognised for the F.R.C.S. Pre-registration posts. Freedom 
Fields Hospital. 

In all cases send names of 3 referees, also stating age, 
nationality, qualifications and experience, to Group Secretary, 
7, Nelson-gardens, Devonport. 

PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEEF. JUNIOR 
HOSPITAL MEDICAL OFFICER or SENIOR HOUSE OFFI- 
CER. A vacancy at the Scott Isolation Hospital will be filled by 
an appointment in one or other of the above grades. The duties, 
in 2 departments, will be chiefly in connection with infectious 
venereal diseases, the former including a substantial pro- 
The appointment will normally be 
Residential 
available. 





Freedom 


and 
portion of cases in children. 
for 1 year, subject to review at the end of the period. 
accommodation for a married man will shortly be 
Applicants should be able to drive a car, and applicants for the 
Junior Hospital Medical Officer post must have held a Senior 
House Officer appointment for at least a year. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary 


Plymouth Special Hos- 
pital Management Committee, 8, Nelson-gardens, Stoke, 
Plymouth. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Queen Alexandra Hospital 
Vedical (78 medical beds) 
} HOUSE OFFICERS (2) (pre-registration ). 
| 1958, and 6th August, 1958. 
| 





Vacant Ist July, 


Surgery (37 surgical beds) 
HOUSE OFFICER (pre-registration ). 
1958. 
Royal Portsmouth Hospital 
| Surgery (70 surgical beds) 
| HOUSE OFFICER (pre-registration). Vacant Ist July, 1958. 
Vedical (61 medical beds) 
HOUSE OFFICERS (2) (pre-registration). Vacant 19th July, 
1958, and 10th August, 1958. 
Orthopedic 104 orthopedic beds) 
HOUSE OFFICER (pre-registration). Vacant 14th July, 1958. 
Padiatric and Medical (30 beds) 
HOUSE OFFICER (pre-registration). 
1958. 
Saint Mary’s Hospital 
| Vedical (72 medical beds) 
HOUSE OFFICERS (3) (pre-registration). Vacant 30th June, 
1958, lith August, 1958, and 12th August, 1958. 
Surgery (120 surgical beds) 
HOUSE OFFICERS (3) (pre-registration). Vacant 28th June, 
1958, 9th August, 1958, and 12th August, 1958. 
Padiatric (53 prediatric beds), 
HOUSE OFFICER (recognised for D.C.H.). 
August, 1958. 
Infectious Diseases Hospital 
SENIOR HOUSE OFFICER for 12 months or Locum required 
with duties also on the tuberculosis wards and the Poliomyelitis 
Diagnostic and Respiratory Centre. Vacant immediately. 
Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
E. H. Hurst, St. Mary’s Hospital, Milton- 


Vacant 24th August, 


Vacant 12th August, 


Vacant 12th 


soon as possible to 





road, Portsmouth. 
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PONTYPRIDD (near). EAST GLAMORGAN HOS- ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
PITAL, CHURCH VILLAGE. (336 Beds and large Outpatient Depart- Beds.) ORTHOP DIC HOUSE SURGEON (resident) re- 
ment—serving population of 174,000.) PONTYPRIDD AND quired in the Orthopedic and Accident Unit. The service consists 

divided between traumatic surgery and 


RHONDDA’ HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology). Previous experience in pathology not 
essential. Emergency duties are shared with other residents. 
Applications, ‘stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Courthouse-street, Pontypridd, as soon as 


Group Secretary, 

possible. 

PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (336 Beds and large Outpatient 


Department. Committee’s base hospité ul serving population of 
174,000. Recognised for D.Obst.R.C.0.G., F.R.C.S., C.H., 
F.F.A. S.. D.A.) PONTYPRIDD AND RHONDDA HOSPITAL MAN 
AGEMENT COMMITTEE. SENIOR HOUSE OFFICER (surgery). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent imme- 
diately to the Group Secretary, Courthouse-street, Pontypridd. 
ORPINGTON HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE OFFICER (Anesthetist) required for large 
general hospital. Male or Female. Recognised for D.A. 

Applications, with copies of 2 recent testimonials, to Surgeon- 

Superintendent immediately. 
READING AREA DEPARTMENT OF MEDICINE. 
Applications invited from registered and provisionally registered 
medical practitioners for 2 RESIDENT HOUSE PHYSICIAN 
posts, for 6 months from Ist June. Successful candidates required 
to carry out duties at following Reading Hospitals: Royal 
Berkshire (397 Beds) and Prospect Park (104 Beds). 

Write, stating age, qualifications with dates, 
present post, with copies of 2 recent testimonials 
Royal Berkshire Hospital, Reading. 
READING. BATTLE HOSPITAL. 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON (pre- or post- 
registration) required in the Accident and Orthopedic Depart- 
ment. F.R.C.S. recognised. Also casualty duties. Vacant 
immediately. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. Applica- 


nationality, 
to Secretary, 


(391 Beds.) Reading 
Applications 


tions are invited from registered and provisionally registered 
medical practitioners for 2 posts as RESIDENT HOUSE 
PHYSICIAN, vacant Ist June, 1958, and tenable for 6 months. 

Write immediately, stating age, qualifications with dates, 


nationality, post, with copies of 2 recent testimonials, 


to Secretary. 


present 


REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. RESIDENT HOUSE SURGEON 
(Male). Pre-registration appointme nt vacant immediately. ° 


Opportunity of House Physician's post to follow if required. 
Applications to Hospital Secretary. 

RHYMNEY AND SIRHOWY VALLEYS HOSPITAL MAN- 

AGEMENT COMMITTEE. 


St. James’ Hospital, Tredegar, Monmouthshire. (38 
general medicine, 43 chronic sick, and 43 obstetric beds.) 
Married quarters. 

HOUSE PHYSICIAN (29th July). 
OBSTETRIC HOUSE OFFICER (lst August) 
Tredegar General Hospital. Surgical Unit of 50 Beds, 


beds under daily supervision of Con- 
sultant Surgeon end visiting supervision of Orthopedic 
Surgeon. Busy Outpatient, Casualty, and Radiology 
Departments. Married quarters. 

HOUSE SURGEON (11th July) with opportunity to follow 
on with a House Physician or House Officer (obstetrics) if 
satisfactory. 

Caerphilly District Miners Hospital, Caerphilly, Glam- 
organshire. (Acute general hospital, 226 Beds.) 6 miles 
from City of Cardiff; married quarters may be available; 
vacancies on Ist August. 

2 HOUSE SURGEONS, 1 with 
Department. (Both 7) pg for 


plus 6 orthopedic 


yr aise in Orthopedic 


F.R. 


HOUSE PHYSICIA 
HOUSE OFFICER et tetrics ont gynecology) (recognised 
for M.R.C.O.G. and D.Obst.R.C.0.G 


Applic ni ten to the Group Secrets ary, Central Offices, Caer- 
philly-road, Ystrad Mynach, Hengoed, Glam. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 


RESIDENT HOUSE OFFICER (surgery) 


MENT COMMITTEE. 
required late June at Rochdale Infirmary. Recognised for 6 
months’ F.R.C.S. experience. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lanes. 


ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE, HOUSE PHYSICIANS required at Birch Hill 
Hospital. 3 resident posts available in July. 

Apply at once to Group Secretary, Central Offices, Birch Hill 


Hospital, Rochdale, Lanes. 

ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade). 1 of 2 in the depart- 
ment. Post vacant now and tenable for 6 months or 1 year. 
Recognised for F.R.C.S. Salary £819 10s. p.a. 

Applications, stating age, nationality, qualifications and 
experience, with recent testimonials, to Hospital Secretary. 
ROCHFORD GENERAL HOSPITAL. (620 Beds.) 
Applications are invited from pre-registration candidates for a 


6-month appointment of HOUSE SURGEON (recognised for 


F.R.C.S.) to be followed, subject to satisfactory service, by a 

6-month appointment as HOUSE OFFICER (obstetrics - 

recognised for D.Obst.R.C.O.G.). Post vacant 1ith June, 1958. 
Applications, accompanied by 1 testimonial, to reach the 


Secretary at the above Hospital, as soon as possible. 








of 100° Beds equally 

‘cold’ orthopedics. 
perpen ahd for F.R.C. 
Applications to be se ~¥ to Group Secretary. Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as pos- 


sible. 


Post is recognised for pre-registration 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required from 3rd June, 
1958, in the Obstetric and Gynecological Unit consisting of 88 
obstetric and 52 gynecological beds. Post recognised for the 
D.Obst.R.C.0.G. and M.R.C.O.G. 

Applications should be addressed to the Secretary, Romford 
Group Hospital Management Committee, at the Hospital as 
soon as possible. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 
from 2Iist June, 1958. Suitable for candidates seeking higher 


medical or surgical qualifications. Recognised for the F.R.C.S. 
(Eng. ). 

Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Locum 
ANAESTHETIC REGISTRAR required for approximately 3 
months from 2nd June, 1958. 

Apply for further particulars by letter or telephone to Medical 
Superintendent. Telephone: Romford 46090. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
Not pre-registration appointment. 

Applications should be forwarded to the Romford 

Group Hospital Management Committee, Hospital, 
Romford. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE SURGEON 
HOUSE PHYSICIAN to run consecutively in this order for a 
period of 6 months in each post from Ist July. Posts open to 
pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Salisbury Group 
Hospital Managemrent Committee, Odstock Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE PHYsI- 
CIAN for a period of 6 months from Ist July. Post open to pre- 
registration candidates. 

Apply, naming 2, referees, to Group 

Group Hospital Management Committee 
Salisbury. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY. Applications invited for the post of NON- 
RESIDENT SENIOR REGISTRAR or REGISTRAR to the 
Rupert Hallam Department of Dermatology. Grade according 
to qualifications and experience. Post vacant Ist July. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent to the Chief Administra- 
tive Officer, The United Sheffield Hospitals, Central Office, West- 
street, Sheffield, 1, not later than 14th June, 1958. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
SENIOR HOUSE OFFICER in General Medicine, Royal 
Infirmary, required. Post vacant Ist August, 1958. Successful 
applicant will work principally in the Professorial Unit (Thera- 
peutics) at the Infirmary. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 14th June, 
1958, to the Superintendent, Royal Infirmary, Sheffield, 6 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. HOUSE SURGEON required for general surgical duties, 
pre- or post-registration. Post vacant 6th July; recognised by 
R.C.S. for Fellowship. 

Applications to Secretary, 
by-Sea. Vv. 


Secretary, 
Oldehurch 


Salisbury 
Hospital, 


Secretary, 
Odstock 


Southlands Hospital, Shoreham- 
OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 
SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
SENIOR HOUSE OFFICER (ophthalmic). Eye unit 35 Beds. 
Post recognised for D.O. Vacant 21st July, 1958. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Children’s 
OFFICER or HOUSE OFFICER 


uniITr. SENIOR HOUSE 
(paediatric ). tecognised for D.C.H. 6 months’ appointment. 
The Unit consists of medical, surgical, and fever beds. Vacant 
July, 1958. Married quarters available. 


Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Locum 
ORTHOPADIC, ACCIDENT HOUSE SURGEON — (Senior 
House Officer) required immediately. 

Applications, with copy testimonials, to 
Shrewsbury Hospital Group, Royal Salop Infirmary, 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
invited for an appointment as 


Group Secretary, 
Shrewsbury. 


PITAL BOARD. Applications are 
REGISTRAR in Neurosurgery at the Neurosurgical Unit at 
Hurstwood Park Hospital, Haywards Heath, Sussex. The 


appointme nt will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales) and will be for 1 year in the first instance. 

Applications, giving particulars of age. qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 

1, Portland-place, London, W.1, not later than 14th June, 1958. 
SOUTHEND GENERAL HOSPITAL. Locum E.N.T. 
REGISTRAR required from 16th to 30th June, 1958. 

Applications, stating age, qualifications, &c., to be sent to the 

Secretary at the Hospital as soon as possible. 
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SOUTHAMPTON GENERAL HOSPITAL. (465 Beds.) 
tecognised for F.R.C.S. RESIDENT HOUSE SURGEON 
required beginning of July (pre-registration candidate eligib'e ). 

Applications should be forwarded to the Group Secretary, 

Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for posts of SENIOR 
HOUSE OFFICER (anesthetics) for the Anesthetic Depart- 
ment of the Southampton Group of hospitals. Special facilities 
for working for F.F.A. R.C.S. and D.A 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHPORT GENERAL INFIRMARY. (189 Beds.) 
Recognised for pre-registration purposes. 

JUNIOR HOSPITAL MEDICAL OFFICER. Whole-time 

casualty post. 

HOUSE PHYSICIAN (general medicine). 

HOUSE PHYSICIAN (general medicine and ophthalmology ). 

HOUSE SURGEON (general surgery ). 

HOUSE SURGEON (general surgery and gynecology ). 

2 vs) vacant July. House Surgeon posts recognised 
for F.R.C.S. 

Apply, stating age, qualifications, nationality, experience and 
post required, with 2 copy testimonials, to Group Secretary, 
Southport and _ TI)istrict Hospital Management Committee, 
Promenade Hospital, Southport. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Psychiatric Registrars Training Scheme. Applica- 
tions are invited for the appointment of REGISTRAR with 
effect from Ist July, 1958, for 6-month periods at the Hospitals 
Knowle, Fareham; Coldeast, Sarisbury, near Southampton; 
St. James’, Portsmouth; and Moorgreen, Southampton, in 
succession. These appointments afford wide experience in the 
treatment of all forms of nervous and mental disorder, includin 
cases admitted to the observation ward at Moorgreen Hospital, 
and in mental deficiency. In addition there are special oppor- 
tunities for experience in the Department of Child Psychiatry 
(inpatients and outpatients), in electroencephalography, and in 
neurology at St. James’ Hospital. Salary, &c., in accordance 
with the agreed terms and conditions of service for hospital 
medical staff. For residents the appropriate charges are made 
for full residential amenities. Candidates may visit the Hospitals 
by appointment with the Physician-Superintendent. 

Application forms may be obtained from the Group Secretary, 
Knowle Hospital, Fareham, Hants, to whom 5 copies should be 
sent within 2 weeks of the appearance of this advertisement. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (obstetrics and gynecology). 
6 months in the first instance, and previous obstetric experience 
necessary. Unit of 20 gynecology beds and 17 obstetric beds 
dealing only with the complicated and emergency obstetrics of 
the Group. Married accommodation available. 

Applications, giving details of qualifications and experience 
and names for reference, to the Group Secretary, Stafford 
Hospital Management Committee, 13, Foregate-street, Stafford. 
INFIR- 


STAFFORD. STAFFORDSHIRE GENERAL 
MARY. (175 Beds—-Recovery Unit 32 Beds.) HOUSE SUR- 
GEON. Pre-registration post. Vacant 9th July. At end of 


service the successful applicant will be considered for appoint- 
ment to a pre-registration post of House Physician if he or she 
has not held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STAFFORD. STAFFORDSHIRE GENERAL INFIRMARY. 
Locum ANASTHETIST (Senior House Officer grade) required 
for 3 months. 

Apply to Group Secretary, Stafford Hospital Management 
Committee, 13, Foregate-street, Stafford. 2 
ST. ALBANS CITY HOSPITAL, St. Aibans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for 1 of the 2 surgical teams. Post recognised for F.R.C.S. 
Post vacant 25th June, 1958, and tenable for 6 months. Prefer- 
ence given to candidates seeking post under the Medical Act, 
1950 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee. Bleak House, Catherine-street, St. Albans. 
ST. ALBANS (near), HERTFORDSHIRE. SHENLEY 
HOSPITAL. oa are invited for the post of SENIOR 
HOUSE OFFICER (Psychiatrist), the vacancy arising in mid- 
July, for 1 year in the first instance, at Shenley Hospital, 16 
miles from London. Opportunity for work with neurotic as well 
as psychotic patients. Successful applicant can live out or can 
have single accommodation in the Hospital. The Hospital may 
be visited by appointment. 

Applications to the Medical Superintendent. 

STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of HOUSE OFFICER or SENIOR 
HOUSE OFFICER (medicine). Vacant 8th July, 1958. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 

STRATFORD ON AVON HOSPITAL. (163 Beds.) Resi- 
DENT HOUSE SURGEON. Post vacant 30th June, providing 
excellent experience. 

Applications from fully registered or pre-registration appli- 
cants, with 2 recent testimonials, to Hospital Secretary. 
SULLY HOSPITAL, Sully, Glamorganshire. (Thoracic 
centre of 324 Beds.) SENIOR HOUSE OFFICER (surgical 
applicants primarily interested in general surgery considered) 
also SENIOR HOUSE OFFICER (medical) required. With each 
post experience will be gained in investigation and treatment of 
chest and heart conditions. 

Form of application stating post from Group Secretary, 44, 
Cathedral-road, Cardiff. 
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STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(685 Beds.) RESIDENT SENIOR HOUSE PHYSICIAN 
(peediatric) required (Senior House Officer grade). Post vacant 
mid-June—12-month appointment. Post recognised for D.C.H. 

Applications, with copy testimonials, to Hospital Secretary as 
soon as possible. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (anesthetics) 
required. Post recognised for F.F.A. R.C.S. and D.A. Medical 
library facilities available. 

Detailed applications to Hospital Secretary as soon as possible. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
required. Recognised for F.R.C.S. Post vacant very shortly. 

Detailed applications, with copy testimonials, to Hospital 
Secretary, as soon as possible. 

SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. (146 Beds.) HOUSE SURGEON. (Post 
approved for pre-registration service.) Vacant end June. 

Applications, stating age, qualifications and experience, with 
copies of testimonials and the names of 2 referees, should be 
sent to the Secretary at above address. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER in 
the Thoracic Surgery Unit of the above Hospital. Unit has 60 
Beds for all types of thoracic surgery including tuberculous, 
non-tuberculous, cesophageal, and cardiac, and is the centre for 
South West Wales. 

Applications, stating age and full particulars, together with 
the names of 2 referees, to the Medical Superintendent of the 
Hospital. T. E. Jones, Group Secretary. 
SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for 2 posts of RESI- 
DENT HOUSE SURGEON for general surgical unit of 80 Beda 
at Victoria Hospital, Swindon. Recognised for F.R.C.S. and 
training under pre-registration internship regulations. Vacant 
on 13th and 28th July, 1958. Married accommodation available 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, as soon as possible. . 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. HOUSE SURGEON required for post 
vacant 7th July. Pre-registration post. 

Applications stating age, qualifications with dates, with copies 
of 2 testimonials to Secretary. vaX 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. Applications invited for post of HOUSE 
PHYSICIAN to the Special Unit for Research in Juvenile 
Rheumatism, vacant 4th July. Post offers scope for those inter- 
ested in research, pediatrics, rheumatology, or cardiology. 

Applications, stating age, qualifications and experience with 
dates, with copies of 2 testimonials, to Secretary. f E 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. Locum SENIOR HOUSE OFFICER 
(anesthetics) required 21st June—5th July. 

Applications, with copies of 2 recent testimonials, to Secretary. 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
SOMERSET. (423 Beds.) SENIOR HOUSE OFFICER (anes- 
theties) required. Post vacant 13th June, 1958, is recognised for 
F.F.A. R.C.S. and D.A. A Registrar in Anesthetics is also 
employed in the South Somerset Clinical Area, in which the above 
is the principal general hospital. 

Applications, stating age, nationality, experience in ansesthe- 
tics (if any), together with the names of 2 referees, to the Group 
Secretary, Taunton Hospital Man ment Committee, Musgrove 
Park Hospital, Taunton, immediately. Sin 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
SOMERSET. (423 Beds.) HOUSE OFFICERS (general surgery) 
required, 2 pre-registration. posts recognised for F.R.C.S., 
vacant 30th June, 1958, and 8th July, 1958, respectively. 

Applications, stating age, nationality and qualifications, to the 
Group Secretary, Taunton Hospital Management Committee, 
c/o Musgrove Park Hospital, Taunton. * 
WARRINGTON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the resident post 
of SENIOR HOUSE OFFICER (geriatrics) (Male or Female) 
for active geriatric units at Whitecross Hospital and Aikin 
Street Hospital, Warrington, Good clinical experience and study 
time for higher qualifications. Scale of salary £819 10s. p.a., 
less a deduction of £150 p.a. for residential emoluments. 

Applications to be forwarded to Henry L. Boot, Group 
Secretary, c/o General Hospital, Warrington, Lancs. 
WARRINGTON INFIRMARY. Applications are invited 
from Males and Females for the post of RESIDENT CASUALTY 
OFFICER (graded as Junior Hospital Medical Officer) at the 
above Hospital. The post is recognised for the F.R.C.S. Scale 
of salary £352 10s.-€55-£1182 10s. less a deduction of £170 for 
residential emoluments. A whole-time Senior Hospital Medical 
Officer is in charge of the Department. 

Applications, stating age, experience and qualifications, should 
be forwarded to— 

Henry L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WARWICK HOSPITAL, Lakin-road, Warwick. (284 Beds.) 
SENIOR HOUSE OFFICER in Anesthetics required on Ist July, 
1958. The post is recognised for D.A. and F.F.A.R.C.8., and is 
resident. 

Appiestivas. with 2 recent testimonials, to be forwarded to 
the Medical Superintendent. — ‘ . 
WARWICK HOSPITAL, Lakin-road, Warwick. (284 Beds.) 
HOUSE SURGEON. Pre-registration or registered candidates 
may apply. Good experience in general surgery. Vacant 25th 
July, 1958. Married quarters available. 

Applications, with 2 testimonials, to be forwarded to the 


Medical Superintendent. 
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WAKEFIELD A GROUP HOSPITAL MANAGEMENT 
COMMITTEE NO. 9. RESIDENT SURGICAL OFFICER (Senior 
House Officer grade) required at the General Hospital (158 
Beds), Park Lodge-lane, Wakefield. 

Angie ation forms may be obtained from the Group Secretary, 

113, Northgate, Wakefield. 
WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OFFICER or SENIOR HOUSE OFFICER in Psychiatry. 
Accommodation available for a single person. 

Address written applications, giving full personal particulars, 

details of training. experience, &c., and 2 names and addresses 
for reference, to BOWRING, Group Secretary, Pinderfields 
General Hospital, Wakefield. 
WESTCLIFF HOSPITAL, Bailmoral-road, Westcliff-on- 
SEA, ESSEX. Applications are invited for the post of RESIDENT 
MEDICAL OFFICER (Senior House Officer grade). Post now 
vacant. The Hospital covers a wide field of medicine and offers 
excellent training for general practice. 

Applications should be sent to the Secretary, General Hospital, 
Prittlewell Chase, Southend-on-Sea, Essex, not later than 
7th June, 1958. 

WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE. Applications are invited for the 
following appointments. Pre-registration. 
West Bromwich and District 
(144 Beds) 
1 HOUSE PHYSICIAN. 
Haliam Hospital, West Bromwich (430 Beds) 

2 HOUSE PHYSICIANS. 

These posts will be vacant 8th July, 1958. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 

WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE. Applications are invited for the 
following appointments. Pre-registration. 
West Bromwich and District, 
(144 Beds) 
1 HOUSE SURGEON. 
Hallam Hospital, West Bromwich (430 Beds) 

2 HOUSE SURGEONS. 

These posts will be vacant 8th July, 1958. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 


General Hospital 


General Hospital 





WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER (anees- 
thetics) required, resident. New appointment. Duties mainly 
at 2 general hospitals. Recognised for D.A. and F.F.A.R.C.S. 
The post is tenable for 1 year. 

Applications, with names of 3 referees, to be sent to the 
undersigned. J. O. Ropins, Group Secretary, 

West Bromwich and District General Hospital. 

Edward-street, West Bromwich. 

WEST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics required for work throughout the West Cumberland 
Group but based on Whitehaven Hospital. Good experience 
essential, and possession of the D.A. preferred. 

Apply, with full information as to qualifications and experience, 

and giving the names of 2 referees, to the Group Secretary at 
Workington Infirmary. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds.) Applications are invited from duly qualified medical 
practitioners for the pre-registration oupetatens nt of HOUSE 
SURGEON (resident). Vacancy 15th July, 195 

Applications, stating age, qualifications, Rs I with names 
and addresses of 2 referees, should be addressed to the Secretary, 
Weston-super-Mare Hospital Management Committee. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
CASUALTY OFFICER required (Senior House Officer grade). 
Vacant now. 

Applications, with full details, to Group Secretary, Wigan 

and Leigh Hospital Management Committee, Knowsley House, 
Wigan-lane, Wigan. 
WINDSOR. KING EDWARD Vil HOSPITAL. House 
PHYSICIAN (pediatrics) required, Male or Female, for post 
vacant Ist July. Pre-registration post—-Hospital recognised for 
D.C.H. Successful candidate will be resident at Old Windsor 
Unit of the Hospital. 

Applications, stating age, qualifications with dates, experience 
and nationality and copies of 3 testimonials, to Secretary. 
WINDSOR. KING EDWARD Vil HOSPITAL. Registrar 
(Casualty Officer), resident, required. There is an Accident 
Unit of 30 Beds at the Hospital and with the Casualty 
Department forms part of the Accident Service for the Windsor 
Group and includes duties with the E.N.T. and Eye Depart- 
ments. Candidates should have had previous experience in the 
treatment of acute injuries. 

Application forms from and returnable. to Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor. 





WELSH REGIONAL BUREAU FOR PRE-REGISTRATION HOSPITAL APPOINTMENTS 


It is anticipated that the 
will be vacant on the dates given. 
after passing their qualifying examinations, are 
eligible for full registration as medical practitioners. 


Application forms may be obtained from the Regional Bureau, 


Wales, and should be returned not later than 14th June, 1958. 


Newport and East Monmouthshire 
ROYAL GWENT, NEWPORT, Mon. (260 Beds) 

2 medical (1 includes some paediatrics )}—Ist August, 1958. 

3 surgical— ist August, 1958. Posts recognised for F.R.C.S. 

1 gynecological—tIst August, 1958. 

Str. WooLos, Newport, Mon. (441 Beds) 

2 medical (1 includes some tuberculosis; 1 includes some 
geriatrics )}—Ist August, 1958. 

1 surgical—Ist August, 1958. Post recognised for F.R.C.S 

1 pediatric—Ist August, 1958. Post recognised for D.C.H 

PONTYPOOL AND DISTRICT, PONTYPOOL, MON. (126 Beds) 

1 medical (including pediatrics)—Ist August, 1958. 

1 surgical—tist August, 1958. Post recognised for F.R.C.S 
Rhymney and Sirhowy Valleys 

CAERPHILLY AND District MINERS’, CAERPHILLY, GLAM. 
(198 Beds) 

1 medical—ist August, 1958. (Married quarters available) 

2 surgical (1 with duties in Orthopedic Department )—Ist 
August, 1958. 

1 midwifery—Ist August, 1958. 

TREDEGAR GENERAL, TREDEGAR, Mon. (56 Beds). (Married 
quarters available) 

1 surgical—Ist August, 1958. 

Str. JAMES, TREDEGAR, Mon. (160 Beds). 
available) 

1 medical—1Ist August, 1958. 

1 midwifery ist August, 1958. 

Cardiff 
Sr. Davip’s, CARDIFF, GLAM. (536 Beds) 

3 medical—1Ist August, 1958. 

1 orthopedic (surgical)—Ist August, 1958. 

1 pediatric (medical)—Ist August, 1958. 

1 midwifery Ist August, 1958. 

RoyAL HAMADRYAD GENERAL AND SEAMEN’S 
CARDIFF (66 Beds) 

1 surgical (interchangeable with the post of genitourinary 
(surgical) at the Cardiff Royal Infirmary )—lIst August, 1958. 
Merthyr and Aberdare 

MERTHYR GENERAL, MERTHYR TYDFIL, GLAM. (120 Beds) 

1 medical—Ist August, 1958. 

1 surgical—tIst August, 1958. 

TYDFIL’S HospiraL, MERTHYR TYDFIL, GLAM. (375 Beds) 

1 medical—tIst August, 1958 

1 surgical—Ist August, 1958. 

Pontypridd and Rhondda 
EAST GLAMORGAN, CHURCH VILLAGE, NEAR PONTYPRIDD, GLAM. 
(336 Beds) 

2 medical—ist August, 1958. 

2 surgical—tIst August, 1958. 

2 orthopeedic (surgical )—Ist August, 1958. 

2 midwifery—Ist August, 1958. 

1 peediatric (medical )—Ist August, 1958. 

Mid Glamorgan 
BRIDGEND GENERAL, BRIDGEND, GLAM. (381 Beds) 
2 medical—Ist August, 1958. 


(Married quarters 


HOsPITAL, 


following Pre-registration HOUSE OFFICER posts at the 
These posts have been approved by the Licensing Body for the employment of medical students who, 
required to spend a prescribed period in approved hospitals before they become 





undermentioned hospitals in the Welsh Region 


Welsh National School of Medicine, 34, Newport-road, Cardiff, 


2 surgical—ist August, 1958. 
1 midwifery—Ist August, 1958. 
NEATH GENERAL, NEATH, GLAM. (412 Beds) 
2 medical—Ist August, 1958. 
2 surgical—Ist August, 1958. 
1 midwifery— Ist August, 1958. 
Glantawe 
SWANSEA GENERAL, SWANSEA, GLAM. (413 Beds) 
2 medical—Ist August, 1958. 
2 surgical—Ist August, 1958. 
MORRISTON HOSPITAL, MORRISTON, NEAR SWANSEA, GLAM. 
(501 Beds) é 
2 medical—Ist August, 1958. 
3 surgical—Ist August, 1958. 
1 pediatric (medical)—1st August, 1958. 
1 orthopedic (surgical )—1st August, 1958. 
LLANELLY HospiraL, LLANELLY, CARMS. (162 Beds) 
1 medical—tst August, 1958. 
2 surgical—Ist August, 1958. 
West Wales 
West WALES GENERAL, CARMARTHEN. (188 Beds) 
1 medical—ist August, 1958. 
1 surgical—Ist August, 1958. 
PEMBROKE COUNTY WAR MEMORIAL, HAVERFORDWEST, PEMBS. 
(163 Beds) 
medical—Ist August, 1958. 
surgical—Ist August, 1958. 
Mid Wales 
ABERYSTWYTH GENERAL, ABERYSTWYTH (90 Beds) 
medical—1list August, 1958. 
1 surgical—I1st August, 1958. 
Caernarvon and Anglesey 
CAERNARVON AND ANGLESEY GENERAL, 
(130 Beds) 
medical—Iist August, 1958. 
surgical—Ist August, 1958. 
LLANDUDNO GENERAL, LLANDUDNO, CAERNS. (134 Beds) 
1 medical—tst August, 1958. 
1 surgical—ist August, 1958. 
Sr. Davip’s HospiraL, BANGOR (136 Beds) 
1 midwifery—Ist August, 1958. 
Ciwyd and Deeside 
ROYAL ALEXANDRA, RHYL, FLINTs. (108 Beds) 
1 medical—Ist August, 1958. 
ASAPH GENERAL, ST. ASAPH, FLINTS. (198 Beds) 
1 midwifery—ist August, 1958. 
Wrexham, Powys and Mawddach 
MAELOR GENERAL, WREXHAM (591 Beds) 
2 medical—tIst August, 1958. 
3 surgical—ist August, 1958. 
1 pediatric (medical)}—Ist August, 1958. 
WREXHAM WAR MEMORIAL, WREXHAM, DENBS. (230 Beds) 
1 medical—tIst August, 1958. 
1 surgical—tst August, 1958. 
1 orthopedic (surgical)—I1st August, 1958 
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THE LANCET ADVERTISERS’ 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. HOUSE OFFICER (anesthetics). Post vacant Ist July. 
rhe Hospital is recognised for the F.F.A. R.C.S. and D.A. 
Applications, with copies of 2 testimonials, to the Group 


secretary 
WINCHESTER. 
PITAL. $27 Beds.) 
Vacant Ist July. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEON to the Senior Surgeon. 
Post vacant immediately. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEONS (2) (posts recognised by 
Royal College of Surgeons) required for general surgery with some 
E.N.T. duties. Approved pre-registration posts. Vacant 
immediately 

Applications, 


ROYAL HAMPSHIRE COUNTY HOS- 
HOUSE PHYSICIAN (pre-registration). 


with copies of 2 testimonials, to Group Secretary. 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
issociated hospital of the Birmingham University Medical 
School.) SENIOR HOUSE OFFICER (anesthetics). Post 
vacant 21st May. Recognised for D.A. and F.F.A. R.C.S. Flat 
ivailable for married applicant. 

Apply, with copies of 2 testimonials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 


Birmingham University Medical 
OFFICERS (general surgery ). 
July. All posts recognised for 


hospital of the 
School Pre-registration HOUSE 
Vacancies occur 2nd, 9th, and 17th 
F 


R.C.S 


sociated 





Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
hospital of the Birmingham University Medical 
registration HOUSE OFFICERS (general medicine). 


associated 
School.) Pre 


Vacancies oceur on 2nd and 9th July, and Ist August. 

Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospital of the Birmingham University Medical 


School.) Pre-registration HOUSE OFFICER (pediatrics). Post 


recognised for D.C.H. Vacant 27th July. 

Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
wsociated hospital of the Birmingham University Medical 
School.) ORTHOPASDIC SENIOR HOUSE SURGEON for 


Fracture and Orthopedic Department. Post recognised for 
F.R.C.S. Vacant immediately. 

Apply, with 2 testimonials, to the Secretary. 
WORCESTER ROYAL INFIRMARY. 
(pre-registration or otherwise) required immediately for 
pedic Department of this busy general hospital of 213 
The appointment offers wide and varied experience. 

Applications to Hospital Secretary. 

WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE AND CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
REGISTRAR in Physical Medicine to be made jointly by the 
bodies concerned, The post, which is vacant Ist June, will entail 
working in both the Worthing and Chichester Groups, and the 
successful candidate will work under the Consultant in Physical 


House Surgeon 
Ortho- 
Beds. 


Medicine This post is recognised for Part II of the Diploma of 
Physical Medicine. 

Application forms are obtainable from the undersigned and 
should be returned immediately. 


OAKTON, Group Secretary, 
Group Hospital Management Committee. 
Worthing, Sussex. 


OAKWOOD HOSPITAL, Dearborn, 


Worthing 
129. Brighton-road, 


MICHIGAN, U.S.A. 


MICHIGAN Applications are invited for 1 year approved 
ROTATING IN’ Pe RNSHIP beginning Ist July, 1958. 234-Bed 
General Hospital 10 miles from Detroit. Excellent facilities. 
Hospital approved for exchange-visitor programme. Salary 
$200 if single, $250 if married. Housing rent-free. 
Apply Director 

NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (383-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 


of Hospitals Also approved by the American College of Surgeons 
and American Medical Association for Interneship and Residency 


training. Only graduates from approved university schools 
vecepted. Interneships available for the 1-year term commencing 
Ist July, 1958. Stipend is $200 per month plus complete 
maintenance 

Apply Superintendent. 





Public Appointments 


FACTORY DOCTORS. 


The following appointment as 





Factories Acts 1937 and 1948. 
Appointed Factory Doctor is 


H.M. TREASURY. Post as Medical Officer for Man or 


Woman aged 28 or more on Ist May, 1958. Candidates must be 
registered medical practitioners and must have good clinical 
experience. The duties relate to the health aspect of working 


conditions in the Civil Service, the supervision of sick absence, 

and the medical suit: ibility of candidates for employment in the 

Post Office Departmental grades. Starting salary (London) 

from £1390 at 28 to £2165 at 40 or over (exceptionally higher in 

appropriate cases). Scale maximum £2350. Promotion prospects, 
day week in general. 


Write, Civil Service Commission, 6, Burlington-gardens, 
London, W.1, for application form, quoting No. 537/58. Closing 
date 9th June, 1958. 


HERTFORDSHIRE COUNTY COUNCIL. Assistant 


COUNTY MEDICAL OFFICER. Diploma in Public Health or 
Child Health desirable, but not essential. Salary £1050—-£1475. 
Car necessary. Travelling and subsistence according to national 
scale. 


Application forms and further particulars from County Medical 

oeieee, County Hall, Hertford. Forms to be returned by 13th 
June. 
LANCASHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for appointment 
as ASSISTANT DIVISIONAL MEDICAL OFFICER in the 
Lancaster area. Possession of Diploma in P ublie Health desirable. 
Salary £1050 rising to £1475 p.a. Travelling and subsistence 
allowances where applicable. 

Application forms (to be returned by llth June, 1958) and 
further particulars from County Medical Officer, Se rial 822, East 
Cliff County Offices, Preston. 
MIDDLESEX COUNTY COUNCIL. 
DEPARTMENT. ASSISTANT MEDICAL 
required initially in Area 4 (Finchley and Hendon). 


COUNTY HEALTH 
OFFICER (whole-time) 
Duties con- 


cerned with supervision of the health of mothers and young 
children and the School Health Service. Diploma in Publie 
Health or in Child Health required. Previous Local Authority 


Salary £1050—£50 (3)-£55 (5)-#€1475 p.a. 


experience advantage. 
subject to medical assessment. 


Established, pensionable, 
Prescribed conditions. 


. Apply, stating age, qualifications, experience, and names of 
2 referees, to Area Medical Officer, Town Hall, Hendon, N.W.4, 
by 14th June. (Quote X.515 TL.) Canvassing disqualifies. 


NORTHAMPTON COUNTY BOROUGH. Deputy Medical 
OFFICER OF HEALTH AND DEPUTY PRINCIPAL SCHOOL 
MEDICAL OFFICER (£1520-£55 (4)-£50 (1)-€1790). 

Particulars and form of application, returnable by 9th June, 
from Medical Officer of mean, 7A, St. Giles’-square, Northamp- 
ton. E. Vivian Rowe, Town Clerk. 
WARWICKSHIRE COUNTY COUNCIL. County Medical 
OFFICER OF HEALTH’S DEPARTMENT. Applications are invited 
from registered medical practitioners for the appointment of 
ASSISTANT COUNTY MEDICAL OFFICER OF HEALTH, 
which is in the Sutton Coldfield Area of the county. Preference 
will be given to those holding the D.P.H. or D.C.H. and with 
previous experience. Conditions of service and salary (£1050- 
£1475) will be in accordance with the Whitley Council. The 
successful candidate will be required to provide a motorcar in the 
performance of duties, for which Whitley Council scale allowances 
are payable. Consideration will be given to the granting of 
financial assistance towards removal expenses. 

Further particulars, including details of duties, and application 


forms may be obtained from the County Medical Officer of 
Health, Shire Hall, Warwick. Closing date for applications is 
14th June, 1958. 
L. EDGAR STEPHENS, Clerk of the Council. 
Shire Hall, Warwick, 9th May, 1958. 





General Practice 


Practitioner, with 
Practice or Partnership, London area 
Would practitioners contemplating 
Address, No. 403, THE LANCET 





Experienced Jewish ample cash 
capital available, seeks 
or Southern England. 
retirement please contact. 








Office, 7, Adam-street, Adelphi, London, W.C.2 
Miscellaneous 
Required. Registrars or Senior House Physicians under 


age 35 with either 3 or more years’ training in medicine or 3 or 
more years’ training in pediatrics interested in moving perman- 
ently to areas in and near New York City for opportunities to 
practise in medical groups. Beginning annual salary $10,000, 
including loans for transportation if needed. Full details at 
interviews in London Ist, 2nd, and 3rd July, with physician from 
New York.—Make appointments through Sir ALLEN DALEy, 
24, Edith-road, London, W.14. 
Virologist with clinical interests, for U.S.A. University 
Department of Pediatrics. Knowledge of tissue culture and sero- 
logical techniques. Some opportunity for teaching medical 
students and house-staff. Write curriculum vite, including 
details concerning references, anticipated salary, and availability. 
Address, No. 401, Tur LANcET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 














as App y a wee Inspector of Factories, 19, St. James’s- Part-time Consulting Rooms to be Let in Harley-street. 
ee ee eae Latest dat _ tents from £50 per half-day session. Apply: ELLIOTT, SoN AND 
District oe re par receipt! | Boyron, 86/87, Wimpole-street, London, W.1. WEL 8367. 
2Trie 0 ’ oj; price ions 
BURNLEY NORTH LANCASTER Pan NE. 1958 Doctors requiring applications, theses copied: Write to 
NATIONAL COAL BOARD. North Eastern Division. | MANTON  (WeEsTMINSTER) Lp. 98, Victoria-street, S.W.1 
AREA MEDICAL OFFICER required in the South Barnsley | (VIC. 0141), who are specialists. Method,” 24-h 
Area. Experience in the field of preventive and industrial med- Pregnancy Diagnosis by the ae etho our 
icine and a knowledge of the coalmining industry an advantage. service. Send specimens of urine and £2 2s. fee. Hee matology, 
The work will inelude underground visits to collieries. Salary Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
£1600—-£2400 p.a LABORATORIES, 26, Park-crescent, Portland-place, W.1 
Detailed applications, giving names of 2 referees, to Staff (MUSeum 5386 7). 
Director, National Coal Board, Holmwood House. Ecclesall- Hypnotism. Will all doctors interested in this subject 
road South, Sheffield, 11, by 7th June, 1958. Mark envelopes for Medical purposes please write to the Secretary, British 
Staff Vacancy * and quote AA/360. Society of Medical Hypnotists, 126, Harley-street, W.1 
PUBLISHED by the PRopRIETORS, THE LANCET LIMPTED, 7, Adam Street. Adelphi, in the County of London. 
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hand in hand 


inflammation 
and infection r 








Ne 
An ointment combining in Inflammatory skin lesions are often complicated by the presence 
an elegant greasy base or threat of bacterial infection. 
Hydrocortisone and the ‘ ’ 
antibiotics, Neomycin and “¥ d ro d & rm 
Bacitracin. 
Trade Mark 
Supplied in tubes of 5G. . ‘ . P ‘ , 
gives simultaneous protection against inflammatory reactions 
and 15G. and bacterial infections. 
MAIN INDICATIONS FOR ‘HYDRODERM’ 
Seborrhoeic dermatitis . infantile eczema + adult eczema + insect bites 
otitis externa ° contact dermatitis . intertrigo . pruritus ani . pruritus vulvae 


and similar inflammatory conditions especially when secondary infection is present. 


GD MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 














Loxpon HosPITAL CATGUT 
is a British surgical catgut, sterilised by chemical methods instead of by heat. 
The process is unique—and renders L.H.C. more flexible and more elastic. 
Absorption factors are reliable. Tensile strength exceeds B.P. Standards, 


so that the finest gauge suited to the operation can be used with safety. 


This means less scar tissue and quicker healing. 


always use London Hospital Catgut 
the more F°L-E-X-l-B-L-E suture 


Vow packed in the non-splintering ‘Spot’ Tubes 
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